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N order that we may all start out 
] on common ground in our at- 
tempt to look into the future, and 
as a background for discussing prob- 
able developments, I would like to 
state very briefly what seem to me 
to be the major objectives of our 
socio-economic system. Can we not 
all agree that what we want is rea- 
sonably regular progress in obtain- 
ing a higher standard of living in 
terms of the following four major 
categories? 

1. More material goods, includ- 
ing (a) such necessities as food, 
clothing, shelter, and (b) semi- 
luxury and luxury goods of all 
kinds. 

2. More non-material enjoy- 
ments: (a) services—domestic, med- 
ical, educational, legal, amusement. 
transportation, communication, and 
(b) cultural and broadly spiritual 
—arts, religion and all other activi- 
ties that develop the individual’s 
character and personality. 

3. Greater economic security to 
provide for the risks of hunger, 
shelter, illness, old age, death—so- 
cial security in its broadest terms. 


|. More leisure. 

We want more of all of this, but 
in the kind of society that will still 
permit us to have the maximum of 
freelom and liberty of individual 
self-expression, as long as this does 
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not interfere seriously with the op- 
portunities of attaining a higher 
standard of living in the forms just 
mentioned. 

At the present time this country 
has (1) a population of such a size, 
age distribution, education, train- 
ing and temperament; (2) such 
great natural resources; and (3) 
such tremendous quantities and 
varieties of man-made equipment 
for producing goods and services, 
that the national income is, at the 
monthly rate of over 12 billion 
dollars, or over 144 billion dollars 
a year. 

This compares with a national 
income in 1929 of 83 billion dol- 





PROBABLY— 


When will the war end in Eu- 
rope? In the Pacific? 

What will happen to the indi- 
vidual income tax? 

What will demobilization mean 
in unemployment? 

What will be the course of com- 
modity prices? 

What will governments do about 
inflation-deflation? 

How long to change from war 
economy to peace economy? 
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lars and one in 1942 of 119 billion 
dollars. It is, I believe, safe to say 
that by the end of the year this 
country will be producing an an- 
nual income at the rate of 150 
billion dollars. 

With this as a background I 
would like to present my opinions 
as to the probable developments in 
the year or two immediately after 
the war and then also for a longer 
period of time in regard to (1) na- 
tional income; (2) the level and 
trend of commodity prices; (3) 
short and long-term interest rates. 


At the outset it is necessary to 
make certain assumptions in re- 
gard to the length of the war. My 
thinking at the moment is based on 
the expectation that the war in 
Europe will terminate in the spring 
of 1944 and the one with Japan by 
the end of 1944 or early 1945. So let 
us turn to the first of the three 
questions about which we must all 
speculate constantly in laying plans 
for the future. 

As you know, only as we expand 
the output of goods and services by 
utilizing effectively our 
natural and man-made _ resources 
can we increase the national in- 


human, 
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come of the country and thereby 
the incomes of wage-earners, sal- 
aried people, farmers, fixed income 
receivers and receivers of dividends. 
Our first concern, therefore, 
should be how we can best put 
these resources to maximum _ use 
within the present social-economic 
framework with all of its limita- 
tions. As the health and activity of 
the “patient,” (our socio-economic 
system) improves, we can focus 
more and more on improving his 
habits, his attitude of mind and his 
enlightened selfishness. 


Oppose Radical Change 

Private property, freedom of con- 
tract and the profit motive, though 
necessarily under certain desirable 
restrictions (and many undesirable 
ones) are still the cornerstones of 
our present system in this country, 
whether we like it or not. Most 
Americans are opposed to radical 
changes in them in a short period 
of time. 

We learned in the decade of the 
thirties that our socio-economic 
system (our “patient”) could not 
digest successfully the many medi- 
cines prescribed for it and was not 
given enough time to recover be- 
tween operations. 

But the doctors from all camps 
have learned much and some of the 
treatments have unquestionably 
improved the anatomy, and the 
nervous, digestive and blood sys- 
tems of the patient. But at what 
great risks and at what great losses 
of man hours, machine hours, hu- 
man suffering in that decade! 

Fortunately, our patient was con- 
valescing quite comfortably when 
the Japs aroused his ire. 

In many months before it was 
expected the unemployed human, 
natural, and man-made resources 
were being strained to the limit 
turning out quantities of goods and 
services for war and civilian activi- 
ties far beyond the most sanguine 
expectations of Pearl Harbor days. 


It is my conviction that for some 
years after the war we can and must 
surpass the present rate of national 
output of 150 billions. The transi- 
tion period may well produce a 
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drop to an annual rate of 125, bil- 
lions or somewhat less for a year 
or so, but even then it will be no 
worse than the year 1942 when it 
was 119 billions. I shall outline 
briefly my reasons for believing this 
and in doing so will indicate what 
some of the major causes will be 
if we should fail. 


The atmosphere and environ- 
ment in which our productive sys- 
tem must operate will be much 
more favorable and therefore stimu- 
lating to free enterprise than it has 
been for well over a decade. 


1. The political trend of both par- 
ties is toward conservatism and a 
desire to encourage private enter- 
prise. Once a shift in trend is made, 
it has usually continued for quite 
some years. 


2. No matter what party is in 
power, the government will inter- 
vene if we should get a serious de- 
pression. The public will demand 
action. This will serve as some as- 
surance that employment and pro- 
duction will not fall so far again 
nor for so long a period as it did 
in the thirties. It will make man- 
agement and labor realize their re- 
sponsibilities if they wish to retain 
a wide scope of freedom of private 
enterprise and avoid further ex- 
tension of government control. 








3. The changing attitude of man- 
agement toward more constructiv: 
and cooperative action in regar« 
to our national social and economi: 
problems will aid greatly in prc 
serving and strengthening our con 
petitive system and thereby reduc 
ing the wide range of fluctuation: 
in business activity. It will lead tc 
more effective use of our resources 
and therefore a higher national 
income. 

The chances for longevity of lite 
of our private enterprise system 
will depend much upon the extent 
to which business management, 
alone and together with govern- 
ment, develops constructive meth- 
ods for preventing excesses and 
controlling tendencies on the part 
of some individuals, organizations 
and certain groups to pursue poli- 
cies and actions which in time 
would retard a high level of em- 
ployment. 


4, The attitude of labor is show- 
ing signs of change that are en- 
couraging along these particular 
lines. The capacity of unions and 
business to work together on prob- 
lems of taxation and wage policy 
will determine in large measure 
our prospects. 

Unions and employers will event- 
ually discover that the conditions 
which make possible larger pay- 
rolls make possible larger profits 
and that without prospects for 
profits a high level of employment 
cannot be attained nor maintained. 
I believe that real progress is be- 
ing made in this respect, even 
though it is slow, and that this is 
very important in gauging out post- 
war prospects. 

Probable economic and business 
conditions after the war favor a 
high level of production. My rea- 
sons for thinking this follow. 


1. A tremendous pent-up demand 
for consumers goods of all kinds, 
especially durable goods, is being 
created: Automobiles, refrigerators, 
electrical appliances of all kinds, 
houses, furnishings. 


2. An unprecedented volume of 
consumers purchasing power will 
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be available as soon as the war ends 
and controls are relaxed. Since 1939 
we have more than doubled the 
gross national product, and the re- 
sulting national income made pos- 
sible individual savings of 35, bil- 
lions in 1942 and at present they 
are at the annual rate of 37 billions. 


It is estimated that by the end of 
this year there will be an increase 
of 100 billion in cash and govern- 
ment bonds in the hands of in- 
dividuals and corporations and 
that 60 billion dollars of these 
funds will be held by individuals 
alone. The amount of these sav- 
ings or “spendable reserves” will 
increase as the war continues. 


There will be ample purchasing 
power to maintain a high level of 
production and in turn create addi- 
tional income for years after the 
war. Our primary concern is 
whether we can convert to the pro- 
duction of enough civilian goods 
before we relax rationing too much 
and thereby avoid excessive rises in 
prices of all goods. 

It will also be of great aid in 
avoiding inflation if we can _per- 
suade individuals through their 
feeling of loyalty to keep their 
bonds and not turn them into cash. 
Many holders of bonds will want 
to hang on to them during months 
of uncertainty and unemployment 
of some millions during the transi- 
tion from war to peace. This will 
give us some time to expand pro- 
duction of civilian goods in fields 
where conversion can be done 


quickly. 


3. We have the plant capacity, 
the labor power and the manage- 
rial ability to support a high level 
of production. Right now, with six 
to eight million men drawn away 
from industry and business, we are 
at the income level of 150 billion 
dollars. Even though this is the re- 
sult of the pressure of war, I am 
confident that with the return of 
millions of our workers, with the 
many new and improved products 
that will be available and with the 
favorable conditions for free enter- 
prise, the profit motive will revive 
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and create a high level of pro- 
duction. 


4, As I shall indicate shortly, com- 
modity prices will be higher after 
the war and rising prices always 
stimulate production. 


5. Certain taxes will be reduced 
shortly after the war, especially the 
excess profits tax on corporations. 
This will and I believe should be 
reduced considerably as soon as the 
war is over and soon done away 
with entirely. This will naturally 
provide an incentive to business 
activity and the high level of pro- 
duction that we all want. 


With postwar prices, profits and 
incomes at a high level we shall 
still have a federal income ade- 
quate to cover all necessary post- 
war government expenditures. But 
without a high level of production 
we shall be back to “deficit spend- 
ing” again. 


Some cut but not so much, prob- 
ably will be made in individual 
income taxes. Maintaining individ- 
ual income taxes at fairly high 
levels until production has been 
converted and has had an oppor- 
tunity to increase measurably the 
output of civilian goods will aid 
in controlling inflation, and in the 
end be of benefit to all. My fore- 
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cast on taxes, therefore, is favorable 
for business expansion. 


6. The postwar demands for 
American consumers and capital 
goods of many kinds by foreign 
countries will be very great for 
many years, especially if we enable 
foreign countries to buy from us 
by our buying enough from them. 
Not only will the relief and re- 
habilitation needs of other coun- 
tries place heavy demands on our 
production system but the opper- 
tunities to participate in the eco- 
nomic development and the indus- 
trialization of many countries will 
mean large exports for a long time 
if we do not again pursue short- 
sighted policies. For at least a num- 
ber of years after the war we can 
count on a big stimulus from this 


source. 


‘a The last that I shall mention 
of the postwar economic and busi- 
ness conditions that presage a high 
level of production is the highly 
favorable relation between money 
rates and common stock yields. 
Even though stock prices may 
reach a higher level than now, the 
relatively low money rates that I 
anticipate in postwar years (see 
later section of the paper) and the 
prospects for corporate profits will 
continue this favorable relations. 
This, too, will stimulate produc- 
tion. 


In summary, it is my expectation 
that we shall reach a high level of 
production and employment when 
we have converted to peacetime 
production because of the favor- 
able factors and conditions that 
will exist in regard to (a) the at 
mosphere and environment in 
which business will be conducted, 
and (b) the economic and business 
forces that will be in operation 
and that will be released before 
long. 

The transition period will not be 
long, I believe, eighteen to twenty- 
four months after Germany capitu- 
lates because the incentive to con- 
vert and expand: production will 
be such that we shall be surprised 
by the speed, flexibility and in- 
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genuity that business management 
will demonstrate in getting back 
to a high level of peacetime pro- 
duction, just as the conversion to 
a high level of production for war 
exceeded the most extreme predic- 
tions. 

In regard to the prospects for 
commodity prices, I have already 
indicated that we shall quite cer- 
tainly have a higher level after the 
‘war. The extent to which prices 
might rise during and after the war 
brings before us that much dis- 
cussed problem of inflation, usually 
viewed nowadays as the “inflation- 
ary gap.” As you probably know, 
this gap is the difference between 
the amount of spending power in 
the hands of individuals and cor- 
porations and the amount of civil- 
ian goods and services available, 
the former being much larger at 
present—and_ still growing—while 
the latter is shrinking. 


War's Upheavals 


Our records show that the three 
big upheavals we have had in our 
price structure have come during 
and after wars, those of the war of 
1812, the Civil War and World 
War I. Are we likely to be more 
successful after this one? I believe 
we shall do much better, but for 
both political and economic rea- 
sons I anticipate a level of com- 
modity prices at least a third and 
very likely a half higher than at 
present. 

The index of the Bureau of La- 
bor Statistics is now about 106 
(1926 = 100) and that would mean 
at least 140 and maybe 150 at the 
peak. Then, as in years after pre- 
vious wars and as our production 
expands rapidly, the tendency is 
for prices to decline, and my guess 
is that they will settle at a level 
20 to go per cent above the present 
one. This would be some 5 to 10 
years after the war. 


Factor of Excesses 

What will happen to them after 
that will be determined by the suc- 
cess we have in preventing excesses 
and maladjustments from develop- 
ing in our economic system. If we 
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From war to war, the rocky course of prices 


fail in this, we shall again have ex- 
treme fluctuations in business ac- 
tivity and therefore also in prices 
of all kinds. We cannot hope and 
actually should not want to do 
away entirely with cyclical fluctua- 
tions in business but the future 
consequences will be too serious if 
we are not able to preent the wide 
swings in prices, employment, pro- 
duction and incomes. We must nar- 
row the range and rate of fluctua- 
tions. 

Since 1939, the price index has 
risen from 77 to 106 and by the end 
of 1944 or spring of 1945, it will 
very likely have risen to 115, even 
with our best efforts of control. 
This will be a rise of over 50 per 
cent. If we relax our controls 
shortly after the cessation of hos- 
tilities, we shall quite certainly 
have a rise in prices greater than 
the 25 per cent rise that took place 
immediately after World War I. 

Our price control measures will 
be needed more in the reconver- 
sion period than during the war, 
if we are to avoid real inflation and 
its harmful consequences. 


The Billions 


The economic reasons for my 
forecast of commodity prices are 
not at all mysterious. Our govern- 
ment is now spending at the rate 
of 7 billion dollars a month or 
about 84 billion dollars a year. 
This is equal to the total national 
income of this country in 1929. 
It is swelling the incomes of mil- 
lions at a time when the output 
of goods and services available to 
the receivers of this income is 
shrinking rapidly. 








Only because things are rationed 
and are unavailable and _ because 
ceilings have been placed on price 
rises, have we avoided inflation. 
Even then it is necessary to tax 
more heavily these incomes and to 
appeal urgently to these income 
receivers to buy war bonds, in or- 
der to take off some of the terrific 
pressure behind the demand _ for 
goods and services. 


Money on the Move 

The results are clear. I shall not 
bother you here with the detailed 
statistics. Money in circulation has 
increased 50 per cent in the last 
twelve months; demand deposits of 
member banks of the Federal Re- 
serve System are now 20 billion 
higher than a year ago; as men- 
tioned previously, savings of in- 
dividuals in banks and in govern- 
ment bonds are increasing at the 
rate of 37 billion or more a year; 
and reserve funds of corporations 
for depreciation, obsolescence and 
postwar conversion are increasing 
in leaps and bounds. 

The pent-up desires of individ- 
uals and the postwar hopes and 
plans of corporations, backed by 
these huge sums that are growing 
so rapidly, will make it exceedingly 
difficult to keep prices from rising 
higher than I have predicted. We 
raust also remember that loans for 
instalment purchases have been re- 
duced to one-half of what they 
were at the peak and cari therefore 
stand considerable expansion when 
restrictions are relaxed. 

By the time we succeed in con- 
verting enough industries to the 
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production of civilian goods in size- 
able quantities, potential effective 
demand for things and services will 
be well beyond our capacity to 
satisfy them for some time. Too 
many people will fail to under- 
stand the danger of relaxing con- 
trols when the war ends. 


Political Tinge 

The political factors that lend 
support to my price forecast are 
also easy to understand. At a higher 
level of prices, dollar incomes will 
be higher, and therefore the in- 
comes of all governments from 
taxation will be higher. This will 
ease the debt burden and also the 
problem of paying off the debt. 
Postwar monetary policies of the 
world’s leading nations will, there- 
fore, be more favorable to a high 
world price level than after World 
War I. 


It is a generally accepted belief 
that postwar deflation should not 
be used as a corrective of wartime 
inflation; most governments will 
not follow deflationary policies in 
the postwar period. On the con- 
trary, the concealed depreciation 
of currency and bonds that a higher 
price level brings about is the least 
painful way for a government to 
meet its war inflated debt prob- 
lems. 


Furthermore, immediate balanc- 
ing of the national budgets and a 
program of intensive debt retire- 
ment does not succeed in turning 
the clock to prewar days. The war- 
time changes in economic, social 
and political conditions have little 
resemblance to the “old” normal; 
the major maladjustment in war- 
time is the inflation of currency 
and credit in relation to the na- 
tion’s level of production and con- 
sumption. 


Deflation Unlikely 


Rather than attempting to “de- 


flat: the former (currency and 
credit), most governments will in- 
flate the values of the latter (pro- 
duction and consumption) by poli- 
cles resulting in maintaining or in- 
creasing the domestic price level. 
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"| believe that hospital administra- 
tors face a period in which their ability 
and capacity for service will be taxed 
to the limit. 

"We have demonstrated in the last 
two years that we have an ability and 
capacity for producing more goods 
and services than anyone imagined we 
could. 

"Hospitals must see to it that they 
obtain their share of this large new 
income if they are to carry out the 
responsibilities that rest on their shoul- 
ders." 





It would be most difficult for this 
country to follow a deflationary 
policy if other leading countries 
did not do likewise. Politically, it 
is easier to pursue policies that 
maintain the price level. 

It will be very tempting for any 
government to court the favor of 
the voters by yielding to a strong 
popular demand to relax controls 
when the war ends. This will be 
done to some degree; enough so 
that it will cause prices to rise more 
rapidly after the war than during. 
Concessions will be made to the 
public, more than will be to our 
best interests. 


Then, as usual, prices will recede 
from the peak after the first months 
or year of urgent demand, when 
increases in output rise sharply, 
and will remain at least 20 to 30 
per cent above the present level. 
Whatever the name and nature of 
the “new era” will be we shall cer- 
tainly have one. The war has dem- 
onstrated what American ingenuity 
and productive ability can do. 
Given an opportunity, this country 
will produce goods and services in 
variety and abundance that will 
eventually bring about the usual 
tendency toward declining prices. 

Let us now focus our crystal ball 
for a minute on interest rates and 
see what seems likely to happen to 
them. For quite some years we have 
had extremely low interest rates 
both on short and long-term capi- 
tal. This has been dictated pri- 
marily by government policies and 
actions during the decade of the 


thirties and now under war condi- 
tions. 

With the prospect that the na- 
tional debt will probably reach goo 
billion dollars before very long and 
in view of the fact that the govern- 
ment obligations representing this 
debt are now and will continue to 
be held primarily by banks and 
other large institutions, it would 
be a catastrophe if rates should 
rise considerably over a period of a 
few years after the war. 


Government’s Interest 

The depreciation in price and 
thereby the great shrinkage in as- 
sets that would result in the tre- 
mendous holding of government 
bonds by our large institutions 
would be too serious for the gov- 
ernment to permit this. Further- 
more, even if the federal budget 
might be balanced several years 
after the war so that the total na- 
tional debt no longer would in- 
crease, there will remain the prob- 
lem of refunding the various gov- 
ernment loans as they fall due. 

A marked rise in interest rates 
and hence a decline in the price 
of outstanding government bonds 
would not only increase greatly the 
burden of carrying the debt, but 
it would weaken seriously our fi- 
nancial institutions and their ability 
to finance loans. It is of course to 
be expected that some firming-up 
of the rates will take place in the 
years after the war since they are 
now at such extremely low levels. 

I believe interest rates will re- 
main relatively low for quite a 
period of years after the war, lower 
than those to which we were ac- 
customed prior to 1933. Naturally, 
this will be favorable for financing 
refunding and expansion programs 
of private and public organizations 
and will stimulate business activity. 
The resulting increase in payrolls, 
profits, dividends and national in- 
come will aid hospitals greatly in 
meeting their financial problems in 
hospital administration. 


SUMMARY 
I look forward to the following 
developments after the war: 
1. A. decline in our national in- 
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come from 150 billion dollars to 
about 120 billion dollars in the 
year after the war; 

2. A peak of unemployment of 
six to seven million men; 

3. A rise in employment and pro- 
duction a year after the war ends 
to a point where the national in- 
come will equal and later exceed 
the present 150 billion dollars; 

4. A commodity price level about 
40 per cent or more above the pres- 
ent in the year after the war; then 
a decline to a level 20 to go per 
cent above the present in the five 
years following the peak; 

5. A level of interest rates below 
what we were accustomed to be- 
fore the thirties but somewhat 
above the present extremely low 
levels. 

Obviously if we are able to reach 
a peacetime level of activity that 
will produce a national income of 
150 billion even at a price level a 
third higher than the present, it 
will mean that the amount and 
proportion that will be spent on 
health will be much greater than 
ever before. 

More medical care, more and 
better hospitalization, more recrea- 
tion and activities to promote 
health, more social security of all 
kinds will be possible and will be 
wanted. We shall have the means 
and if hospitals, together with the 
government, schools and many 
other organizations will do what is 
necessary to educate the public we 
shall and should need far greater 
facilities than are available now 
for the proper maintenance of the 
health of our people. 

We are far behind other coun- 
tries and now it will not be long 
before we shall be able to afford 
the best there is on a scale never 
before possible in providing for the 
health of mind and body. 

I may be wrong in my forecasts 
in regard to dates; but history, past 
experiences and logical analysis 
gives me confidence in the general 
pattern and the major trends that 
I have indicated. This can be help- 
ful to us in determining major 
policies and in setting the approxi- 
mate time for their execution. 
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Commodity Price Trend 
Comparing the Records in 


TWO PERIODS OF WAR 


McGILL COMMODITY SERVICE, INC. 


AUBURNDALE, MASS. 


EARLY every sound formula for 
N postwar planning involves 
means for increasing employment, 
production and sales, and at the 
same time stresses the importance 
of lower commodity price levels. 
The goal appears to be a 20 per 
cent increase in production of civil- 
ian and consumer goods over pre- 
war levels, a 20 per cent increase 
as regards employment, and also a 
20 per cent decrease in commodity 
prices as compared with prewar 
levels. 

It is comparatively easy to set up 
theoretical figures pertaining to pro- 
posed employment and production, 
but it is entirely another matter to 
find the methods which will result 
in a 20 per cent decrease in com- 
modity prices from prewar levels. 

The records show that during 
the first four years of World War I 
—August 1914 to August 1918—com- 
modity prices advanced 96 per cent. 
During a similar period in Global 
War II commodity prices in this 
country have advanced 61 per cent. 
Incidentally, strangely enough, 
when the European war broke out 
in September 1939, the price level 
in this country was almost exactly 
the same as was the case in August 
1914, when World War I broke out. 

Businessmen will undoubtedly 
be interested in a breakdown of in- 
dividual commodities which throws 
considerable light on the subject, 
and therefore we are presenting the 
accompanging table. 

It is logical to assume that com- 
modity prices will respond to the 
major movements in industrial ac- 
tivity. No fireworks in the price 
structure will be tolerated for the 


duration, and this is only logical 
when it is realized that the great 
bulk of federal spending today is 
for armament purposes and it is 
essential to obtain this huge amount 
of goods at the lowest possible 
price. 

Just as was the case after World 
War I, restrictions, conservation or- 
ders, and price controls will be 
eliminated little by little under 
peace conditions, and unless this 
country adopts some form of gov- 
ernment different from the Ameri- 
can way, we shall again return to 
the capitalistic system permitting 
the natural laws of economics to 
determine to a much greater degree 
supply-to-demand ratios and price 
levels. 

Our studies clearly indicate that 
the composite index of all com- 
modities will be subject to definite 
weakness during the early stages of 
the postwar era. This slump will 
be far more extensive and more 
prolonged than was the case after 
November 1918. The period of tur- 
moil and confusion can last any- 
where from six to twelve months. 

Commodity prices have not risen 
as fast or as extensively as was the 
case a quarter century ago, and 
hence, in the early postwar period 
they will have a smaller distance to 
fall. Under no circumstances will 
prices decline to levels anywhere 
near approaching the average in ef- 
fect in 1940. 

As the civilian production boom 
unfolds, the decline in commodity 
prices will be halted and subse- 
quently should experience little dif- 
ficulty in climbing at a compara- 
tively fast rate. We venture the 
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prediction that within two and a 
half years after hostilities cease the 
price level will be at least 30 per 
cent higher than at the present. The 
percentage increase from the low 
ebb reached during the initial post- 
war period will naturally be of even 
greater proportions. 

Prices are destined to remain on 
a relatively high level for a period 
of many years, and by “high level” 
we mean in comparison with the 
price average in effect for the 
eleven-year period 1930 through 
1940. 

Looking back, commodity prices 
were not considered unduly inflated 
during the era of outstanding in- 
dustrial activity of the 1920’s. It is 
interesting to note that the price 
level in effect today is only about 
comparable with the average during 
the four-year period 1923-26. 

On the other hand, from the ex- 
treme low ebb in early 1933 the ad- 
vance up to the present time meas- 
ures no less than 134 per cent. 
There are different conceptions of 
inflation. Certainly we are not going 
to experience the type of inflation 
that was noted in Germany after 
World War I, but if a higher price 
level in the postwar era than now 
exists means inflation, then infla- 
tion cannot be avoided. 

We realize that there are impor- 
tant angles that have not been men- 
tioned, such as a relatively severe 
sales tax which would curb rising 
prices, but in the final analysis the 
points that have been raised are of 
suficient evidence in our opinion 
to warrant the declaration that 
from a long-range standpoint in- 
flation cannot be avoided. 

This does not mean that the for- 
mer peak or inflation era of 1920 
will be repeated, but we do not 
hesitate to predict a price level in 
the forthcoming postwar period 
which will average substantially 
above the level noted during the 
years 1922 through 1926. 


Drugs and Chemicals 

The end of the war will find total 
producing capacity of drugs and 
chemicals in this country at levels 
which under peace conditions will 
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(The first column shows the percentage increase in the first four-year period of 
World War |—August 1914 to August 1918. The second column denotes percentage 
increase in the first four years of World War II—August 1939, through August 1943.) 
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Lc. ee 91 
Wheat ... sch pos hr 116 








appear fantastic. Alcohol produc- 
tion, for example, will be many 
times prewar levels. 

It might be assumed that com- 
modity prices would be subject to 
adverse pressure in the early post- 
war era due to the inevitable 
abrupt change in supply-to-demand 
ratios. However, no price collapse 
will be permitted as some form of 
legislation will be made to hold 
prices within bounds during the 
critical era. 


Paper Products 

From now on the story will be 
restrictions and more restrictions. 
Whereas over-all paper production 


throughout this year has held on a 
plane materially greater than in 
1942, this has been at the expense 
of reserve stockpiles of pulp, waste 
paper and rags. Consumers, sensing 
the seriousness of the situation, 
have endeavored to purchase on a 
maximum basis, with the result that 
the demand for virtually all types 
of paper and paper products has 
not only exhausted production, but 
has resulted in the comparatively 
rapid build-up of unfilled orders. 
The element of time is exceeding- 
ly important in instigating correc- 
tive measures. .We, therefore, re- 
main of the opinion that by mid- 
1944 an extreme shortage will exist. 
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Cotton Goods 


Whereas the War Department 
has announced that the needs for 
cotton goods in 1944 will be around 
50 per cent less than the volume 
chronicled in 1943, we question 
whether this will prove to be the 
picture. In the Army, initial cloth- 
ing costs add up to more than $114 
per man, and annual maintenance 
is about $75. 

The goal is to increase the armed 
forces by 2,000,000 men over the 
course of next year. It is generally 
assumed that any slack in military 
demand will be quickly taken up 
by civilian requirements. However, 
the amount of yarn for civilian 
trade has decreased, which is at- 
tributable to the lack of adequate 
profit margins. 


Fuels 


The trouble in thé bituminous 
coal situation is that over-all de- 
mand has increased at a faster pace 
than the rate of production. Statis- 
tics show for the first nine months 
of this year that output reached 
440,884,000 tons in contrast to 431,- 
140,000 tons a year earlier. 

There is a limit to any important 
stimulation in output from current 
levels, due to manpower shortage, 
the exhaustion of coal veins and 
some falling off in coal mining ef- 
ficiency. Then too, the acute short- 
age of anthracite will necessitate 
the use of prepared bituminous. 
Moreover, total stocks in industries 
in the United States and Canada 
are more than 6,000,000 tons below 
year-earlier figures, equal to only 
two months’ supply. 

Purchasing agents have every- 
thing to gain and nothing to lose 


by striving to increase reserve stock- 
piles. 

In regard to fuel oil, refinery 
runs have experienced a material 
increase during the past three 
months, but it is quite apparent 
that over the balance of the year 
stocks cannot be restored to levels 
comparable with a year earlier. 
Latest figures show stocks of resid- 
ual fuel oil at less than 70,000,000 
barrels compared with nearly 80,- 
000,000 a year ago. 

Gas oil and distillate stocks are 
currently hovering around the 4o0,- 
000,000-barrel mark in contrast to 
over 45,000,000 at this time last 
year. The coal situation is more 
critical than was the case in the fall 
of 1942 and with the advent of cold 
weather, the underlying trend of 
fuel oil stock is always inescapably 
downward. 

The time element is exceedingly 
important in rebuilding reserves of 
gasoline to more normal levels. 
There are signs of reopening the 
tanker service along the Atlantic 
seaboard. This will help materially 
from a_ longer-range standpoint. 


However, the bulk of refining fa- 

cilities must of necessity manufac- 

ture military grade gasoline. 
Latest data show that stocks of 


gasoline are down to a little more 
than 71,000,000 barrels in contrast 
to more than 79,000,000 a year ago. 
The trend of stocks will soon be- 
gin to increase moderately along 
seasonal lines but this will not 
prove a signal for any modification 
in the rationing program now in 
force. 


Groceries 
The price list of staple groceries 
will hold on a steady basis during 


the near-term months. Fundan:. n- 
tally, total food production is | 
increasing at a rate sufficient to c. 
with overall domestic and fore:: 
requirements. Note _ particul::rly 
that the government has absor:ed 
a large proportion of the camied 
food pack this year which mc:ns 
a subnormal volume for civi‘ian 
distribution. 


Dairy Products 

Milk production is experiencing 
difficulty in keeping pace with ycar- 
earlier figures. Cold storage hold- 
ings of butter, however, are sha? ply 
above the previous five-year aver- 
age, and with civilian point values 
raised, supplies are destined to show 
a definite increase in distributing 
centers, particularly with the gov- 
ernment out of the butter market 
until next March. However, it is 
advisable to continue an aggressive 
purchasing policy. 

Production of cheese continues to 
lag in comparison with year-earlier 
figures. Cold storage holdings stand 
well above average, but fundamen- 
tally, bullish forces still predomin- 
ate. The rationing program will 
hold the statistical position within 
bounds, but prices are destined to 
remain on a firm basis. Maximum 
reserve stocks appear basically 
sound. 

A survey indicates production of 
4,562,000,000 dozen eggs in 1944 
compared with 4,516,000,000 esti- 
mated this year. 

The dark spot in the general sit- 
uation is the subnormal supply of 
feed in terms of feed-consuming 
animals. Prices are hovering around 
a seasonal peak, and there is no 
point in purchasing for forward 
account. 
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Food Index?........... 
Factory Employment?... 
Factory Pay Rolls?....... 
Cost of Living?.............. 
IMcGill Index *Bu 


*Estimated 


Oct. Oct. Oct. Oct. Oct. 
1936 1937 1938 1939 1940 


75.9 79.5 69.1 W301 72.1 


74.0 78.5 71.5 79.6 78.2 

74.2 J 55.9 64.1 60.4 

80.1 x i 67.3 69.4 
73.3 71.1 

108.1 114.8 

112.7 126.9 

100.6 100.2 


tLatest weekly figure available 


Oct. Jan. Sept. 
1942 1943 1943 


99.7 101.6 103.3 


94.1 95.1 96.3 

90.0 96.2 99.2 
128.0 127.4 127.5 
103.4 105.2 104.7* 
160.7 165.0 7:3" 
270.9 290.9 324.5* 
119.0 120.7 124.0* 
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NORTHERN 
PERMANENTE The Plant and the Institution 


FRANK A. STEWART and ROBERT C. RIEKE 
SUPERINTENDENT AND ADMINISTRATIVE ASSISTANT OF NORTHERN PERMANENTE 


I’ POINTING Out circumstances 
leading up to the creation of 
Permanente, one needs to go over 
the history of other Henry J. Kaiser 
construction jobs in the Western 
wide open spaces. Beginning with 
the medical organization at the Los 
Angeles Aqueduct job, and follow- 
its development at Parker Dam, 
Imperial Dam, Boulder Dam, and 
finally through Coulee Dam, one 
sees a logical chain of events which 
resulted quite naturally in the es- 
tablishment of the Northern Per- 
manente Hospital adjacent to the 
Kaiser Company shipyard at Van- 
couver, Wash. 

The foundation hospital is an 
outgrowth and elaboration of a 
successful group-type medical plan 
at Coulee Dam; based on the 
knowledge that where living quar- 
ters, schools or medical facilities do 
not exist for large groups of peo- 
ple, they must be provided. Just 
as the “too late with too little” phil- 
osophy does not contribute to the 
winning of wars, unusual steps 
sometimes must be taken when 
existing local facilities are inade- 
quate. 

Before the shipyard came, Van- 
couver’s 16,000 inhabitants dwelt 
rather peacefully on the north bank 
of the Columbia River as an ad- 
junct of Portland’s moderately 
paced economy. That was up to 
the latter part of 1941. Since then 
the population of Vancouver and 
its environs has ballooned to 80,000 
Or 60,000 persons. 

Prior to the building of Perma- 
nenie the city was served by three 
hospitals—St. Joseph’s with 140 
beds, Clark General with 5» beds, 
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FOUNDATION, VANCOUVER, WASH. 


and Clark County with 40 beds. 
With the exception of Permanente, 
no new ones have been built, al- 
though Clark General is currently 
enlarging its space to the extent of 
93 more beds. 

A careful investigation revealed 
that existing facilities would be 
sorely overtaxed in a short time. 
Hence, Mr. Kaiser caused a non- 
profit charitable foundation to be 
formed to provide the workers of 
his Vancouver Yard complete medi- 
cal and hospital care on a prepaid 
basis. 

Construction of the foundation 
hospital was begun in May of 1942, 
and the building was opened to the 
public on the following September 
14. As originally constructed, the 
institution consisted of surgical, 
x-ray, laboratory and ward facilities 
for from 75, to 80 bed patients, with 
arrangements for handling some 
200 outpatients in an adjoining 
wing. Late in February of 1943 a 
new wing for about 150 beds was 
begun, and the first patients were 


moved into the new space twenty- 
six days later. A second new wing 
was added in the summer of 1943 
and opened on August 29, thus rais- 
ing the capacity to an approximate 
330 beds. 

The three hospital units de- 
scribed above are in one continuous 
structure now over 700 feet in 
length. It is situated one mile out- 
side the shipyard, spotted in the 
center of a beautiful prune and 
pear orchard, and looking south- 
ward over the Columbia River and 
the suburbs of Portland. The first- 
aid unit and its two sub-stations are 
within the yard itself, and the in- 
firmary is a part of the Hudson 
House Dormitory for single work- 
ers. The two medical centers at the 
housing project areas are some 
three and five miles distant, respec- 
tively, from the yard and the main 
hospital building. These centers 
consist of a suite of offices for phy- 
sicians, assisting nurses, and clerical 
help. 

At the present time there are 





TIME TABLES AT PERMANENTE 


UNIT 


Original hospital building 
Second addition 
Third addition 


Total bed capacity 


Main first aid station (within yard)... 
First sub-station (within yard) Seek Seecdancealae 


Second sub-station (within yard) 
Infirmary building at dormitory site 


Two medical centers at public housing sites 


DATE 
OPENED 


Sept. 1942 
March 1943 
Aug. 1943 


CAPACITY 


80 beds 
150 beds 
100 beds 


330 beds 


1000 per day 
300 per day 
300 per day 

30 per day 
300 per day 
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roughly 35,000 men and women 
working in the Vancouver Shipyard. 
By contract between the Northern 
Permanente Foundation and the 
Kaiser Company, through the state 
of Washington Department of 
Labor and Industries, these work- 
ers are furnished complete medical 
and hospital care by the founda- 
tion for all injuries sustained on the 
job. 

All employees of the Kaiser Com- 
pany have the privilege of member- 
ship in the foundation’s Medical 
and Hospital Plan, without physi- 
cal examination, which provides 
complete medical and hospital pro- 
tection for off-the-job injuries or 
illnesses. 

The latter plan is voluntary, of 
course. It has been accepted by ap- 
proximately 85 per cent of the yard 
employees, and is handled on a pre- 
payment basis by payroll deduction 
at the rate of 60 cents a week. Un- 
der terms of the contract members 
are entitled to medical care regard- 
less of the cost for any covered ill- 
ness or injury, with the limit of 
hospitalization placed at 111 days 
for any one injury or illness per 
year. This includes all medicines, 
x-rays, laboratory work, basal me- 
tabolisms, electrocardiograms, am- 
bulance service, and the services of 
the attending or consulting physi- 
cians. 

The plan is subject to the fol- 
lowing exclusions: Treatment of 
pre-existing chronic conditions, at- 
tempts at suicide, mental disorders, 
alcoholism, drug addictions, vener- 
eal diseases, and contagious dis- 
eases. 

It is contemplated that all med- 
ical care will be furnished at the 
various units operated by the 


foundation, but provision is made 
for payment of outside charges of 
other doctors and hospitals where 
emcrgency care is given, or where 
some special circumstance makes 
authorization of outside care seem 
advisable. 


“he outlying units of the perma- 
nente setup provide “on the spot” 
service, so to speak. On industrial 
injuries within the yard, for exam- 
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Attractive Approach to Northern Permanente 


ple, the sub-stations (on the ways 
and on the outfitting dock) handle 
a large number of minor ailments 
and injuries where a nurse or first 
aid man is in attendance 24 hours 
per day. More serious conditions 
are referred to the main first aid 
station in the center of the ship- 
yard, where a staff of some fifteen 
persons is on duty, including six 
physicians who divide their time be- 
tween all three shifts. 

Individuals requiring the serv- 
ices of a specialist, diagnostic lab- 
oratory work, x-ray work-ups, sur- 
gery, special studies, are sent to the 
main hospital’s outpatient depart- 
ment, and subsequently referred to 
the inpatient department or to their 
homes, as directed by the physician. 

In the case of non-industrial com- 
plaints, the same general procedure 
is followed by the infirmary and 
the medical centers at the housing 
sites. Every attempt is made to meet 
the problem in the outlying unit 
first for the saving of vital man 
hours. 

By way of illustrating how effec- 
tively the system is operating, 3671 
cases were treated at the Hudson 
House infirmary in the month of 
August 1943, with only 199 of these, 
or less than 514 per cent, needing 
further care at the hospital. This 


has the beneficial result of making 
the medical system more attractive 
to the worker by bringing it closer 
to his place of residence or his occu- 
pation. 

For the first year of its opera- 
tions, Permanente’s facilities were 
open to the public on a limited 
scale; the prime limiting factor, of 
course, being the lack of bed space. 
Services were offered in all fields, 
however, including pediatrics, ob- 
stetrics, and gynecology. The pre- 
vailing rates in the surrounding 
area were charged. 

The Northern Permanente Hos- 
pital, by virtue of its two additions, 
is now about one-seventh of a mile 
in length. It is of one story through- 
out, with a partial basement and 
full concrete foundation. Outside 
walls are brick construction to 
about four feet above the ground, 
and plywood the rest of the way to 
the roof. 

Inside walls are of plaster con- 
struction painted a pastel green, 
with dark green linoleum and 
blond birch woodwork. Bed capac- 
ity stands at an approximate 3930, 
although a specially designed 6-bed 
ward arrangement, which can be 
converted to an 8-bed ward, gives 
a wide range of flexibility upward 
in capacity. 
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Although all outpatient work 
formerly was handled in one end 
of the building, a separate entrance 
in the latest addition to the build- 
ing now leads to another outpatient 
department unit devoted to obstet- 
rics, gynecology and pediatrics. A 
separate set of records is kept in 
the second unit, and all operations 
are as nearly as possible divorced 
from those of the other types of 
service. Permanente originally had 
six rooms in the major surgery 
group, and one minor surgery in 
the outpatient department, but 
with the new additions, two deliv- 
ery and two labor rooms, augment 
these facilities. 

Other special facilities include 
a large general laboratory and a 
complete pathological laboratory; 
a suite of three large offices for x-ray, 
with accessory dressing rooms; sep- 
arate physiotherapy rooms for men 
and women; iron lungs for both 
adults and infants; and equipment 
for basal metabolism ratings and 
electrocardiograms. Each unit of 
the inpatient department is laid 
out in the form of a Greek cross, 
at the center of which is a nurses’ 
station, drug room, utility room, 
and linen room. With the three 
units being serviced from a central- 
ly located kitchen by means of ele:- 
trically heated food carts. 

Permanente physicians are full- 
time salaried personnel; the num- 
ber now standing at 37. The medi- 
cal staff has specialists in eye, ea”, 


Nurses' Workroom with Concealed Sterilizer 


nose and throat, orthopedics, inter- 
nal medicine, surgery, obstetrics, 
gynecology, pediatrics, allergy, roen:- 
genology, neuro-surgery, anesthesi- 
ology, dermatology. Total personnel 
fluctuates in the neighborhood of 
550 at the hospital and all outside 
units. 


Members of the Permanenie staff 
have been licensed to practice in 
the state of Washington even 
though no practices are carried on 
outside, and all are eligible for 
membership in the Clark County 
Medical Society after a prescribed 
waiting period. 


The facilities were at the disposal 
of the public to a lesser extent than 
now; the limitation being imposed 
by the necessity of caring for the 
yard injuries first. We are now a 
general hospital, operating under 


Nurses’ Station at Corridor Corner Controls Traffic 


no limitation as to classification of 
patient. 

Many extraordinary services are 
provided, such as: A direct call sys- 
tem from every patient’s bed to a 
central nurses station by loudspeak- 
er and telephone, saving many steps 
for our nurses and giving the pa- 
tients immediate fulfillment of their 
requests; a “visiting and vocation- 
al” department where every new 
patient is contacted upon arrival 
by a social worker to provide li- 
brary service, make telephone calls, 
provide stationery, instruct voca- 
tional work in handicraft, etc.; and 
the new department now being 
added will provide barber and 
beautician services to all patients 
on a private basis. A beauty parlor 
is also planned for our nurses’ home. 


Thousands of persons needing 
physical rehabilitation have been 
brought under the coverage of our 
medical and hospital plans. A vast 
amount of free care has been given, 
or given at substantially reduced 
cost to men and women who were 
members of the medical plan even 
though for conditions which pre- 
existed the date of their coverage 
by months or years. 

Dr. Sidney R. Garfield, of whom 
Paul de Kruif wrote in his recent 
best-seller, “Kaiser Wakes the Doc- 
tor,” is really the guiding light be- 
hind all our activities. His wise 
counsel and experience provide the 
creative genius for the management 
of the foundation, along with Todd 
Woodell, general manager. 
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Massachusetts Pattern for Training 


ATTENDANT NURSES 
Course Aimed at Home and Small Hospital Duty 


LMOST any willing person can 
A be taught to perform the rou- 
tine duties of caring for patients in 
the wards, but there is a great dan- 
ger in the present emergency that 
the untrained, or partially trained, 
worker will be entrusted with tasks 
beyond her ability, which she is all 
too ready to attempt. 

As head of a school for attendant 
nurses, I feel the importance of 
teaching the attendants everything 
they need to make them competent 
in their special field of nursing, but 
not burdening them with knowl- 
edge which they will not need in 
their work. 

The first thing then to be decid- 
ed is the field of the attendant 
nurse. In Massachusetts an attend- 
ant is defined by the law enacted in 
January 1942, as one whose pur- 
pose is “to care for convalescent or 
chronically ill. patients or those 
suffering from minor ailments in 
hospital and home under the super- 
vision and direction of qualified 
physicians, and to assist registered 
nurses in the care of acutely ill pa- 
tients in hospital or home under 
the direction of qualified physi- 
clans.” 

Experience shows that a fairly in- 
telligent woman can be well pre- 
pared for such duties in no shorter 
time than twelve months and no 
longer than fourteen. At least six 
wees of this training should be 
spent in a practice house where she 
is taught to cook and to go through 


Pi 


en? nted at the American Hospital Associa- 
) 


second war conference, Buffalo, 1943. 
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SUPERINTENDENT OF THE HOUSEHOLD NURSING ASSOCIATION SCHOOL 


FOR ATTENDANT NURSES, BOSTON 


the daily routine of a_well-con- 
ducted home, by a qualified dieti- 
tian who has majored in teaching. 

It is true that if the attendant’s 
future work is to be confined to 
hospitals, she does not actually need 
instruction in household econom- 
ics, but it is unfair to train her for 
only one type of duty. 

In our servantless homes of the 
present day an attendant is of very 
little use unless she is able to as- 
sume the dual role of nurse and 
housekeeper. In addition to this, 
when she learns to cook, she also 
learns to use her hands, which is 
invaluable in her after work in 
home and hospital. 


Order of Training 


The advantage of having the 
training in household duties pre- 
cede the hospital training is that 
during this time a foundation can 
be laid for her nursing work by 
classes in theory; thereby, the hos- 
pital is relieved of some of the 
teaching. 

Her theoretical instruction should 
include anatomy and physiology to 
know the structure of the body and 
how it functions, enough of sanita- 
tion to know how to ventilate a 
ward or room and to dispose of 
wastes, and how to care for the in- 
fant, well child, the senile and ner- 
vous patient. She should also have 
thorough instruction in personal 


hygiene, behavior, and social ad- 
justments. 

Their practice work in the hos- 
pital should include simple _pro- 
cedures in the care of medical and 
surgical patients—both adults and 
children, the mother and infant, 
the aged and mental patients, and, 
if possible, observation of the well 
child in an institution or nursery 
school. It would also be well to 
teach her some ways of entertaining 
children and occupying adult pa- 
tients. 

If it is decided that the field of 
the attendant nurse is wider than 
outlined in the law drawn up in 
Massachusetts, then the training 
should be longer and more exten- 
sive, but we must be careful not to 
build on a shaky foundation. 

The students in our school can 
be roughly divided into two age 
groups—the young girl between 18 
and 22 and the older woman be- 
tween 35 and 50. Nearly 50 per cent 
of our students now in training are 
high graduates, but the 
younger ones would not be eligible 
for a hospital school as they took 
the general course and were usually 
in the lower half of their class. 


school 


Those over 35 often have a better 
background, both social and edu- 
cational, but they are beyond the 
age limit for the three-year course. 
This group makes the best attend- 
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ant nurses on private duty, partly 
because they understand the needs 
of a home and have the habit of 
accepting responsibility. 

Nearly all of our students have 
earned their own living before en- 
trance. Fifty per cent were domes- 
tics, and the remainder were fac- 
tory workers, clerks, housewives 
and ward helpers. 


Three Problems 

In defining the proper field of 
the attendant nurse, we must con- 
sider the three general nursing 
problems with which we are faced 
today — nursing for the armed 
forces, the needs of the hospitals 
with their depleted staffs, and the 
civilians who are visited by public 
health nurses, or who must have 
continuous care in their homes. 

There is at the moment nothing 
the attendants can do for the armed 
forces, though there may be a field 
of usefulness for them in the 
chronic hospitals which will be es- 
tablished for the care of the wound- 
ed after the war. 

There is an increasing demand 
for attendants to do general duty 
in hospitals. A recent figure shows 
that 5000 more attendant nurses 
were added to hosptial staffs all 
over the country last year. (Profes- 
stonal Nursing, May 1943). With 
proper control and supervision they 
can relieve the registered nurses of 
much routine work in the wards, 
the great danger being, as I have 
said before, that the exigencies of 
hospital work at the moment may 
force them into positions to which 
they are unequal, and it will be 
difficult to put them back in their 
proper place when the registered 
nurses return from duty overseas. 

The Household Nursing Associa- 
tion believes that in the home the 
attendant has her greatest useful- 
ness and finds her greatest satisfac- 
tion. We also believe that even in 
thc home she relieves the hospital 
burden by caring for patients who 
are being discharged from hospitals 
earlier than ever before, and the 
many who must have care but do 
not need to be hospitalized. 
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Student attendant nurses are 
ideal for the small general hospital 
of under 100-bed capacity which 
cannot afford to be staffed by regis- 
tered nurses and cannot meet the 
requirements for training student 
nurses. 

The proportion of student at- 
tendants to registered nurses nat- 
urally varies in different hospitals, 
but one of our affiliated hospitals 
with a 65-bed capacity, and 25, bas- 
sinettes, has found that a satisfac- 
tory working arrangement is to 
have 18 student attendants with 14 
registered nurses, one of whom is 
almost entirely employed in teach- 
ing the attendants and supervising 
their work in the wards. 

Not only are the student attend- 
ants ideal for the small general hos- 
pital, but the small general hospital 
is the ideal place for their training, 
as it is possible to keep in touch 
with each student and give close 
supervision to her work. There is 
also more likelihood of the students 
getting the kind of nursing experi- 
ence they need. 


Source of Discontent 


Another very important reason 
is that if trained in a large hospital 
they are mixed with student nurses 
whose educational activities they 
cannot share. This, naturally, leads 
to discontent on the part of the at- 
tendant group. They feel them- 
selves more necessary in a hospital 
where their training is of first im- 
portance. 

Some hospital trustees, seeing 
their revenue shrinking and their 
student nurses taken off the wards 
for class instruction, have con- 
ceived the idea that a lot of bright- 
faced attendants can carry the ward 
work with very little training and 
supervision. It is the impression of 
many who are unfamiliar with the 
difficulties of training attendants, 
that they need less instruction for 
their special work than do those 
trained in hospitals. Exactly the re- 
verse is true. They require much 
more concentrated effort than the 
student nurse and also require con- 
stant supervision. 


In selecting the nurse instruc: ors 
for attendant nurses, it is very im- 
portant to look for adaptab’'ity 
rather than a college degree. Be- 
sides adaptability, the instru: tor 
must have infinite patience, un:ler- 
standing, love of the job, the abil- 
ity to impart knowledge very sim- 
ply and in a graphic manner, and 
must be able to make the attend- 
ants realize their limitations with- 
out discouraging them. 


All Types and Ages 


Instead of a group of young 
women all about the same age and 
with much the same educational 
background, there may be in one of 
our classes a grandmother whose 
formal education is 30 years behind 
her; a woman who has received 
what education she has in a foreign 
country and who may also have 
language difficulties; a young girl 
who has just managed to scramble 
part way through high school, and 
a business woman who feels it wiser 
to spend her later years in the 
nursing field rather than in com- 
petition with youngsters just out of 
business college. 

The need for attendants being 
granted, their area of usefulness 
defined, and a decision made as to 
the kind of preparation they should 
have, we must then face the vital 
question of—where are we going to 
get them? 

In recruiting any kind of work- 
er, we are in competition as never 
before with industry, which fills the 
newspaper with appeals to women 
to learn trades for the good of their 
country, and offers high wages in 
return for their contribution. While 
in nursing we offer long hours, 
hard work, and, for attendants, no 
advancement. 

We cannot offer the attendant 
the opportunities of a graduate 
nurse, and she can hardy expect it 
after only one year’s training. But 
something might be done to give 
her a feeling that she really is im- 
portant to the war effort. Even a 
distinctive uniform might help to 
this end, or a title which would 
glamorize her occupation. 
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Standards for the Protection of 
BLOOD DONORS 


Red Cross Reduces Errors toa Minimum 


HE blood donor service of the 

American Red Cross, which was 
established February 3, 1941, is now 
responsible for the delivery of ap- 
proximately go,ooo pints of blood 
weekly from volunteer donors to 
selected laboratories for processing 
into plasma and albumin for the 
armed forces. 

An undertaking of this magni- 
tude, with its attendant responsibili- 
ties, is unprecedented in the history 
of medicine in this country. It is 
only natural that questions should 
arise in the minds of the members 
of the medical profession, and those 
closely associated with it, as to the 
precautions, restrictions, and regula- 
tions which govern such a project. 
It may be said at the outset that 
all matters pertaining to the med- 
ical and technical aspects of the or- 
ganization have had the supervi- 
sion, advice, and support of the 
National Research Council and 
National Institute of Health. (1) 

The primary consideration in the 
establishment and organization of 
the American Red Cross Blood 
Doner Service has been the care 
and protection of the donor. This 
is somewhat removed from the ob- 
vious considerations on which a 
hospital or institutional blood bank 
is esiablished—namely, the care of 
the blood obtained, and the effect 
on the recipient. 

When the project was originally 
organized, the basis on which the 
eligi bility standards were estab- 
lished represented the outstanding 
medical opinion on the subject, 
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both in this country (2) and abroad. 
(3,4,5,6,7) As the service expanded 
and progressed, and as experience 
was accumulated, modifications 
were made as the situation demand- 
ed, especially where local factors 
had to be taken into consideration. 

The eligibility of donors is de- 
termined on the basis of a few 
simple tests and a series of ques- 
tions, rather than on a complete 
physical examination. (8) On the 
basis of the following qualifications, 
a decision is made as to whether 
the applicant is a suitable donor: 

AGE. Donors between 21 and 60 
years of age are accepted. Written 
permission is required from the 
parent or legal guardian before 
suitable minors of either sex may 
be accepted. 

NUMBER OF DONATIONS. Dona- 
tions may be given every eight 
weeks, but not more than five may 
be given in any twelve-month pe- 
riod. 

‘TEMPERATURE. A donor is not ac- 
ceptable if the temperature by 
mouth exceeds 99.5° F. 

HEMOGLOBIN. A donor is not ac- 
ceptable unless the hemoglobin lev- 
el is 80 per cent or above. (Tall- 
quist) 

Bioop Pressure. A donor is not 
acceptable unless the systolic blood 
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pressure is between 100 and 200 
mm. of mercury. The question fre- 
quently arises as to the advisability 
and, in fact desirability of the hy- 
pertensive individual, whose blood 
pressure is over 200 mm., availing 
himself of the opportunity to give 
frequent blood donations because 
of the therapeutic benefit derived 
therefrom. It has been the policy 
of the Service to reject such donors 
because of the obvious and non- 
transferable responsibility which is 
involved (should any cardio-vas- 
cular complications arise) in these 
cases. 

Putse. The pulse is recorded and 
particular note made of irregulari- 
ties as well as of bradycardia or 
tachycardia. 


History. The donor is asked the 
following questions: 


1. Have you had any illness in the last 
month? 
Have you any chronic illness? 

. Have you had malaria within the 
past 15 years? 

. Have you ever had clinical pulmo- 
nary tuberculosis? 
Do you have diabetes? 
Did you ever have shortness of 
breath? 

. Do you ever have swelling of the 
feet? 

. Do you have a persistent cough? 

. Do you ever have pain in the chest? 


Have sou coughed up blood re- 
cently? 


. Do you have fainting spells? 
. Did you ever have convulsions? 





No donor is accepted who has a 
cold or sore throat at the time of 
the donation, or who has recently 
recovered from a severe infection. 
The eligibility of donors, as regards 
an existing chronic infection, is left 
to the discretion of the doctor 
present. 

It has been customary to accept 
donors with hay fever and the com- 
mon allergies, in contrast to what 
would be the accepted procedure 
in a hospital blood bank or individ- 
ual transfusion. Since the process- 
ing of the blood into plasma in- 
volves the pooling of 25-50 bleed- 
ings, it is not to be expected that 
the character of an individual blood 
in this respect will greatly affect 
the pool or the subsequent divi- 
sions of the pool. 

An affirmative answer to ques- 
tions 3, 4, and 5 above will auto- 
matically disqualify a donor, as will 
any indication of cardiac disease as 
indicated in the response to ques- 
tions 6 through 10 above. It has 
been found wise to eliminate in ad- 
vance all those who have a ten- 
dency to faint easily or who have 
a history of convulsions. 

In addition to the above ques- 
tions, which appear on the donor’s 
medical card, no donor is accepted 
who weighs less than 110 pounds. 
No woman is accepted who is preg- 
nant, or who has delivered within 
the past nine months. 


Wary of Jaundice 

No applicant is accepted who has 
had infectious jaundice within the 
past six months, or in whose im- 
mediate family there has been a 
case of infectious jaundice within 
six months. The possibility of the 


transmission of this condition, 
which is known to have a long in- 
cubation period, through blood or 
plasma transfusion, must be taken 
into consideration. 

No donor is accepted who has 
had a heavy meal within three to 
five hours of a donation, although 
prospective donors are urged to 
take light nourishment or liquids 
in this interval, avoiding milk, 
cream and butter. Such a precau- 
tion is obvious for two reasons. The 
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recent ingestion of fat in a donor 
predisposes to lipemic plasma, in 
addition to the fact that a heavy 
meal immediately prior to a dona- 
tion tends to make that donor more 
susceptible to reactions associated 
with nausea and vomiting. 


Procedure as to Syphilitic 

No preliminary investigation is 
made as to the possibility of a 
syphilitic infection in a prospective 
donor, nor has the physical exami- 
nation which is required for all 
donors in hospital blood banks 
been considered necessary. 

In a study of the first 9693 Red 
Cross donors, twenty-four “positive” 
bloods were obtained. (8) Not one 
of these individuals admitted any 
previous knowledge of the condi- 
tion, although every donor in this 
group was questioned as to this 
possibility prior to the donation. 

A Kahn test or its equivalent is 
done on a sample of every pint of 
blood that is donated, regardless of 
how many donations a person has 
given or of the interval between 
donations. 

Although it is an established fact 
that spirochaetes will not withstand 
the preliminary refrigeration and 
the subsequent freezing and drying 
process through which all of the 
plasma must go, (g) syphilitic blood 
is not used for processing into 
plasma. 

The incidence of serologically- 
positive bleedings obtained over 
the past two and one-half years, 
based on 4,000,000 blood donations, 
is about .3 per cent which, although 
a somewhat low figure for the coun- 
try as a whole, is to be expected in 
such a project as this. As indicated 
above a known positive subject is 
unlikely to present himself as a 
donor, in addition to the fact that, 
with a redonor rate of approxim- 
ately 40 per cent, a large group of 
the donors is already known to be 
negative. 

A public health responsibility is, 
however, placed on the physicians 
at each center to follow up any re- 
ported positive serologic reaction. 
Such investigations are carried out 
according to the state public health 


laws, and with full knowledge 
the medicolegal complications 
volved. 

A comment should be mad« 
to the required interval betwi« 
donations. The natural desire 
the part of many individuals to 
nate in excess of their physical lini 
tations has necessitated close sur- 
veillance of this problem. As staied 
above, donors are permitted to re- 
turn every eight weeks, but may 
not give more than five donations 
in any twelve-month period. A 
hemoglobin estimation is, of course, 
required before each donation, 
which is in accordance with the 
work of Fowler and Barer, who 
found that at times 25 per cent of 
the donors have not regenerated 
their hemoglobin completely at the 
end of eight weeks, and suggest that 
a hemoglobin determination be 
made if a second bleeding is to be 
done at that time (10). 

A detailed study of 100 male pro- 
fessional donors in New York City 
has indicated that despite repeated 
blood donations, with a required 
interval of rest of one week for 
every 100 cc. of blood given, not 
one of the donors showed a signifi- 
cant failure to regenerate his hemo- 
globin at the end of the rest inter- 
val and that, after a period of years, 
there was little variation from the 
original hemoglobin reading (11). 


Hemoglobin Regeneration 


Detailed investigations now being 
carried out indicate that there may 
be a certain small group of wom- 
en who will not have regenerated 
their hemoglobin completely after 
an eight-week interval. (12) It is 
probable that this group comprises 
the majority of those who will ex- 
perience some delayed reaction or 
who will complain of prolonged 
lassitude following a donation. 
Such a group will, therefore, be 
self-limiting with respect to the 
number of repeated donations 
made, and does not constitute 4a 
major problem. 

No donor is accepted unless there 
is reasonable proof and expectation 
that the donation of 500 cc. of 
blood will do him no harm. The 
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possibility of reactivation by vene- 
section of a long-dormant malarial 
infection has been taken into con- 
sideration, and outweighs the pos- 
sibility of a transmission of the in- 
fection to the recipient. Such a pos- 
sibility is, of course, remote when 
processed plasma is used for the 
transfusion. 


The Diabetic 

A diabetic is considered from the 
point of view that, as a prospective 
donor, he has presumably fasted 
and is therefore more prone to de- 
velop metabolic disturbances fol- 
lowing a donation. 


The tuberculous subject is con- 
sidered in regard to the possibility 
of a recurrence of his disease, rather 
than the possibility of transmission 
of any infection. Each donor must, 
however, sign a legal release form 
immediately prior to each dona- 
tion. Such a form automatically 
absolves the American Red Cross 
of all responsibility for any and all 
consequences of the donation. 


The general policies as to the ac- 
ceptance of donors in an organiza- 
tion such as the Blood Donor Serv- 
ice differ in another respect from 
those which will obtain in a hos- 
pital blood bank. It will be noted 
that the Blood Donor Service can 
and does accept donors who would 
be considered ineligible under oth- 
er circumstances, and rejects some 
who might be acceptable for bleed- 
ing in a smaller blood bank. 


Accidents Unavoidable 


The Blood Donor Service is 
wholly dependent on vast numbers 
of volunteer donors enrolled by the 
American Red Cross. By the very 
magnitude of its operations, the re- 
actions and accidents which are 
bound to occur under the most 
ideal circumstances are proportion- 
ately increased. In addition, the 
wartime necessity and urgency for 
the final product brings the entire 
project forcibly into the public con- 
sclousness. 


It has not been necessary for the 
Blocd Donor Service, in contrast to 
blood banks, to concern itself with 
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BLOOD DONORS—INFORMATION 


- BANDAGE: Keep on for 24 hours. Do not get it wet. 


. DIET: A normal diet with meat and vegetables is adequate. No special foods are neces- 
sary, but drink | or 2 extra glasses of water within the next six hours. 


- ACTIVITY: As usual. You may feel somewhat tired or sleepy for the next twenty-four 


hours. 


. NOTE: Some discoloration may appear at the site of the needle puncture. This is caused 
by a slight leakage of blood from the vein and is not dangerous. 

. A DONOR CERTIFICATE, recording the donation, will be given you. You may make 
another donation, if you wish, after a period of two months, but not more than five 


times in a twelve month period. 


Your donation of blood is much appreciated, and a blood donor's emblem will be given 
you after your first donation. You will receive a silver emblem for your third donation. 





minor physical and _ physiological 
abnormalities, such as allergies, in 
its prospective blood donors. It has 
had the far greater responsibility 
of knowing that the success of the 
project depends almost wholly on 
the response of the general public, 
which is in turn dependent upon 
the careful treatment and consider- 
ation afforded each donor. 


Careful Selection 


The process of careful selection 
and examination, and the care of 
the donor prior to the donation, 
will do much to lessen the natural 
hesitancy and fear with which the 
majority of individuals naturally 
approach such a procedure, and 
will generally serve to mitigate 
whatever effects there may be fol- 
lowing the donation. 

Syncope, which so often has a 
psychological basis, and all the con- 
sequences thereof, remains a major 
problem in any blood bank, partic- 
ularly when on the scale of the Red 
Cross project. A conscientious effort 
has been made at all Red Cross 
centers to stress the attitude in 
which a donor is received and con- 
ducted through the procedure, and 
the best way to put the donor at 
his ease throughout. 

Upon completion of the venesec- 
tion, the donor is asked to remain 
on the bed for five to ten minutes, 
and is given a card of instructions 
to read. Should a donor show any 
evidence of a “reaction,” suppor- 
tive measures, as indicated, are ini- 
tiated. The inhalation of spirits of 
ammonia is usually adequate to re- 
lieve the vast majority of donors. 
All centers, however, are provided 


with whatever additional medica- 
tion may be necessary under such 
circumstances. 

Following the donation, each 
donor is given some simple form 
of liquid nourishment—coffee, tea, 
milk, soup, or fruit juices, and 
crackers or sandwiches. A registered 
nurse is always in attendance, and 
any donor who now shows any evi- 
dence of reaction is taken to a “re- 
covery room” for further rest. 

No donor who has had a reaction 
is allowed to leave the building un- 
attended until released by a doctor 
or nurse. Transportation is provid- 
ed when indicated, and thorough 
medical or surgical follow-up ob- 
tained if injuries have been sus- 
tained in connection with falls, etc., 
and require further attention. 

The complications or accidents 
which may occur in connection with 
blood donations fall roughly into 
four classes: 


1. THOSE related to the exami- 
nation and preparation of the don- 
or for the venesection, and includ- 
ing those related to the mechanical 
procedure of withdrawing the blood. 
In this connection may be men- 
tioned the very infrequent incidents 
which occur in pricking the finger 
for a hemoglobin determination or 
in biting the thermometer when 
the temperature is taken. 

An occasional episode of syncope, 
entirely psychological in nature, 
may occur at this point in the pro- 
cedure. In preparation of the arm 
it may be noted that there have 
been no iodine burns—an aqueous 
solution is used. 

An occasional donor may exhibit 
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a local or mild general sensitivity to 
novocaine or to the elastoplast 
dressing used in covering the site 
of the venepuncture. A certain 
number of unsuccessful venepunc- 
tures, and subsequent hematomas, 
may be expected to occur. In a hos- 
pital blood bank where there is 
usually a small and relatively un- 
trained intern staff responsible for 
the venepunctures, the policy of 
selection of veins and rejection of 
donors for “poor veins” is followed. 

In the Red Cross centers, where 
there is a highly-trained and rela- 
tively permanent staff, no rejections 
for unsuitable veins are made. Un- 
der these circumstances, the propor- 
tion of unsuccessful venepunctures 
and painful, discolored arms, should 
be approximately similar. 


2. Those related to systemic dis- 
turbances—i.e., syncope and its as- 
sociated complications, including 
cardiovascular accidents. This group 
accounts for the majority of unde- 
sirable incidents and complications 
associated with blood donation, 
though in many cases not a direct 
consequence. 

It is not intended to go into a 
detailed discussion of this problem, 
to which there are so many contrib- 
utory factors, both of a physical 
and psychological nature. The re- 
actions may vary from mild tran- 
sient weakness to severe syncope. 
They may occur during or immedi- 
ately following the donation, or 
may be delayed for several hours. 
This latter type of reaction, al- 
though very disturbing, accounts 
for less than .1 per cent of all re- 
actions. 

A small group of individuals may 
exhibit a rather striking syndrome 
characterized by generalized con- 
vulsions, incontinence, cyanosis, 
and in a very few cases, tetany with 
carpo-pedal spasm. Such individuals 
respond rapidly to symptomatic 
treatment. (13) Bodily injuries sus- 
tained in falling during syncope 
are troublesome, but have not in 
the experience of the Blood Donor 
Service presented many major prob- 
lems. 

Cardio-vascular accidents arising 
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CARDS GIVEN OUT 





CARDS RETURNED 


27,021—68.2% 








Percent of 





Total 
Given Oui 


Total 
Returned 








Cards on which no complaint was 
noted 





22,097 81.6 55.6 





Cards registering any complaint or 





4,974 5 12.5 





Analysis by type of complaint 








Type | only 


1,567 








Type 2 only 


1,846 





Type 3 only 


490 





Types | & 2 


463 





Types | & 3 


198 





Types 2 & 3 


241 





Types I, 2 & 3 


169 








Totals for each type of complaint 


Percent of 


Cards 
Returned 





No. of 


Cards "Total 


Complaints 





TOTAL COMPLAINTS 


2,397 38.6 8.9 





2,719 43.7 10.1 














1,098 17.7 4.1 














in conjunction with or shortly after 
blood donations are to be classed 
in this group. The experience of 
the Blood Donor Service has in- 
cluded eight cases of coronary oc- 
clusion, with acute symptoms ap- 
pearing from five to forty-eight 
hours following the donation. 

There have also been two cases 
of cerebral embolism, in addition 
to two known cases of mild cardiac 
decompensation. In at least two of 
the above incidents, donors with 
known hypertensive cardio-vascular 
disease were accepted at the request 
of their own physicians, although 
not conforming to donor eligibility 
requirements. 

Following these incidents, which 
occurred early in the experience of 
the service, it was ruled that donors 
could be accepted only on the ap- 
proval of the physician at the cen- 
ter. None of the remaining donors 
in the group had admitted cardiac 
disease on questioning before the 
donation, although in the majority 
of instances this condition was ad- 
mitted in subsequent investigation. 


3. Those related to late manifesta- 
tions—i.e., prolonged weakness and 
lassitude, rare cases of delayed 
menses in women, and faulty or 
delayed regeneration of hemoglo- 
bin. The proportion of incidents in 
this group is small. More detailed 
studies on the regeneration of Hgb. 
in redonors, especially women, are 
in progress at present. 


4. Those occurring as coincidental 
or unrelated incidents, but approx- 
imating in time. In this connection 


may be mentioned a donor who 
complained of severe pain in the 
arm from which the blood was 
drawn shortly after the donation. 
X-ray examination at a subsequent 
date showed an osteogenic sarcoma 
of the humerus. 

All accidents and complications, 
whether directly related to the do- 
nation or not, have received careful 
attention and investigation by phy- 
sicians on the staff of the service. 
Regardless of whether a donor has 
been referred to his personal physi- 
cian, records are kept of the follow- 
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up and eventual disposition. Donors 
who exhibit a severe reaction of 
any type during or after the dona- 
tion are advised to make no further 
donations. 


Individual Reactions 

A survey recently completed on 
volunteer donors at the Red Cross 
centers reveals some _ interesting 
data as to the effects, both immedi- 
ate and prolonged, of single blood 
donations on a large group of peo- 
ple. A card asking the questions 
noted below—and allowing for three 
types of complaint—was presented 
to approximately 10,000 consecu- 
tive donors in each of four large 
centers. The donor was asked to fill 
out and return the card by mail one 
week after the donation: 

1. Did you have any ill effects immedi- 
ately following the donation? 

. Was the arm from which the blood 
was withdrawn sore, stiff, or mark- 
edly discolored? 

. Were you in any way limited in your 
activity during the week following 
the donation? 


Statistical averages, based on the 
grand totals, are indicated in an 
accompanying table. 


Serious Effects Few 

No attempt was made to separate 
the responses as to the severity of 
the complaint made; i.e., the donor 
was given the benefit of doubt in 
all instances, and all complaints or 
reaction noted were included in 
the totals, although in many cases 
the reactions were negligible. Fur- 
thermore, it is a safe assumption 
that the percentage with complaints 
among those not returning the 
cards is distinctly lower than among 
those returning the cards. The fig- 
ure of 4.1 per cent, indicating the 
percentage of donors who may 
have had more than a transient ef- 
fect, is of significance because of the 
very small group it represents. 

In conjunction with this survey, 
a recent report by the Industrial 
Hea!th Foundation entitled “What 
Abe:it Blood Donations by War 
Workers,” is of interest. (14) The 
foundation requested its medical 
committee to determine whether 
blov:] donor drives were desirable 
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in war plants. The unanimously 
favorable response to the question, 
based on actual experience among 
donors in industrial plants, was 
both conclusive and gratifying. 

In one large plant, with an em- 
ployee population of 50,000 to 60,- 
000, 25,000 pints of blood were do- 
nated during a six-month period. 
Not a single accident was reported, 
nor was there any increase in ab- 
senteeism or lag in production in 
any way connected with the blood 


donations. 
The primary object of the Ameri- 


can Red Cross Blood Donor Service 
has been the care and protection of 
the donor. Through a rigid stand- 
ard of eligibility for all donors and 
a controlled method of operations 
throughout, it has been possible to 
organize and maintain in operation 
a project which has enabled the 
American public up to this time to 
contribute over 4,000,000 blood do- 
nations and thus to make a vital 
contribution to the preservation of 
the lives of the men in our armed 
forces, with little or no serious ef- 
fect or inconvenience to themselves. 
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Clinical Medicine Today, and 


NUTRITION 
—A Report on the Effects of Recent Progress 


HE daily diet is one of the es- 
i eden factors in maintaining 
health and a sense of well being. 
Foodstuffs contain certain sub- 
stances that are necessary to carry 
on normal physiological processes 
and when these are lacking, patho- 
logical changes occur. 

Our energy production is condi- 
tioned by the proper intake of car- 
bohydrate, fat and to a lesser degree 
by protein. The replacement of new 
body tissue is essentially a function 
of protein. 

The trace nutrients, such as vita- 
mins and minerals in combination 
with protein form enzymic systems 
which play a great role in the me- 
tabolism of every individual cell 
in the human body. There are cer- 
tain amino acids, and lipoids which 
are necessary for the maintenance 
of normal function. 

A diet must contain all these sub- 
stances in adequate amounts for 
the establishment of good nutrition. 
In addition, the endocrine system 
and central nervous system exert a 
great influence on the proper utili- 
zation of the nutrients. 

It is therefore disconcerting when 
we learn from surveys that a large 
percentage of the American people 
are following inadequate diets. As 
part of the war effort, dietitians, the 
medical profession, and other agen- 
cies have reached the layman in 
various educational campaigns in 
an effort to teach him better dietary 
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habits. How successful we have 
been is not known at the present 
time. 

Errors in protein metabolism 
leading to protein starvation or 
hypo-proteinemia can be _ascer- 
tained by chemical tests. We know 
that this condition is present in 
an acute form in severe burns, gen- 
eral peritonitis, in intestinal ob- 
struction and in shock. 

The protein deficit can be cor- 
rected in the blood and tissues by 
the use of transfusions of large 
amounts of plasma. If the plasma 
is given in adequate amounts and 
early, it can be life saving. 


New Mixture Promising 


However, in the chronic type of 
hypo-proteinemia, seen in malnu- 
trition, cirrhosis of the liver and 
nephrosis, the quantity of plasma 
needed to make up the deficit is 
so great as to make its use imprac- 
ticable. Recently, a mixture of 
amino acid along with smaller poly- 
peptids has become available and 
has been used with promising re- 
sults. It is called amigen and is 
made by the enzymic hydrolysis of 
casein and pork pancreas. It is rela- 
tively inexpensive and can be ad- 
ministered either orally or intra- 
venously. 

In considering vitamin metabol- 
ism, little new has been added to 
our knowledge of the deficiencies 


such as rickets, pellagra, scurvy and 
beri beri. More attention has been 
paid to the physiological action of 
the vitamins and minerals and em- 
phasis has been placed on diagnos- 
ing the more subtle deficiencies. 

This is a difficult problem be- 
cause the apparent state of nutri- 
tion may be normal in early defic- 
iencies and laboratory tests for the 
quantitative estimation of nutrients 
in the blood and urine are still 
unreliable. 

The clinical syndrome that oc- 
curs in riboflavin deficiency is called 
ariboflavinosis. It is characterized 
by an atrophic bluish _ purple 
tongue, soreness dryness and scali- 
ness of the angle of the mouth (a 
condition called cheilosis), and in- 
jection of the blood vessels of the 
cornea, leading to a sensation of 
itching and roughness of the eyes. 

Early thiamine deficiency has 
been investigated, particularly by 
Wilder and his co-workers. They 
showed that lack of this vitamin led 
to changes in attitude and behavior 
and diminished inclination to per- 
form accustomed tasks. 

Other complaints were headache, 
backache, painful menses, sleepless- 
ness and sensitivity to noise. Loss of 
appetite occurred early. These symp- 
toms are very similar to those found 
in neurasthenia or nervous ex/aus- 
tion and differentiation should be 
carefully made. 

Experience has shown that single 
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deficiencies are rarely encountered 
alone, and this is evidence against 
the treatment of vitamin deficiency 
states by the use of chemically pure 
vitamins. A diet adequate in all 
essentials is the treatment of choice, 
and only when this is not possible 
should vitamin supplements be 
used. 


Other Deficiency Factors 


Inadequate diet is not the only 
cause of vitamin deficiency. Gastro- 
intestinal disturbances associated 
with loss of appetite, nausea, vomit- 
ing or diarrhea often are causative 
factors. Obstructing lesions of the 
gastro-intestinal tract interfere with 
absorption of the nutrients. The 
use of inadequate diets in the treat- 
ment of peptic ulcer, ulcerative 
colitis, obesity, and allergic states 
is not an infrequent cause of de- 
ficiency. 

It has long been known that 
poorly nourished persons often ex- 
hibit delay in wound healing. The 
war has given added impetus to 
studies on this subject. Vitamin A 
deficiency interferes with epithelial 
healing, while vitamin C deficiency 
and hypoproteinemia impede heal- 
ing of connective tissue. 

In surgical practice, vitamin C 
deficiencies must be suspected in 
patients who have tuberculosis, 
chronic arthritis, chronic gastro- 
intestinal disease or those who have 
had active infections for a period 
of several weeks. Diets high in vita- 
min C plus ascorbic acid in selected 
cases should be given for several 
days before an operation. 

In 1938, it was shown that hypo- 
proteinemia even to a slight degree, 
delayed wound healing. Plasma 
transfusions, both before and after 
Operations are effective therapy. 

Studies are being made on the 
use of amigen in such cases and the 
early results seem promising. The 
effect of vitamin A on epithelial re- 
generation has been only recently 
recognized and local application of 
codliver oil has been considered ef- 
fective by some. 

Ou» present interest in the trace 
nutrients, such as vitamins and 


mine:als is in their basic physio- 
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logical action. The reason why 
their absence causes deficiency dis- 
ease is obscure. 

We do not as yet completely un- 
derstand the relationship between 
symptoms and pathological changes 
in a deficiency state. In an effort to 
explain this, much experimental 
work is being done on the physio- 
logical and biochemical phase of 
this subject. 

It has been found that vitamins 
and most minerals act as catalysts 
in the many enzymic systems which 
are essential for the proper func- 
tion of every cell in the body. An 
enzyme is usually composed of a 
protein to which are loosely at- 
tached vitamins and minerals. The 
protein to which thiamine is at- 
tached in chemical combination is 
the enzyme cocarboxylase whose 
function is to stimulate the: oxygen 
uptake and pyuric acid removal. 


Role of Riboflavin 

Riboflavin is associated with more 
enzymes than any of the other vita- 
mins. It plays a part in cell respira- 
tion and has a profound effect on 
the economy of food utilization. 
Nicotinic acid is related to two co- 
enzymes, which play a great role in 
oxidative processes. Ascorbic acid 
exerts a stimulating or inhibiting 
effect on many of the oxidative en- 
zymes and also is instrumental in 
protein breakdown. 

Calcium and _ phosphorus are 
generally considered as nutrients 
for the building of bone tissue, but 
it is further known that phosphorus 
is essential in cellular metabolism, 
particularly in regard to carbo- 
hydrate and a fat. 

There are enzymes whose actions 
are understood, at the present, but 
in the case of still others, the func- 
tion is as yet unknown. The facts 
at hand, however, show how de- 
ficient diets can upset the normal 
subtle metabolic balance. 

There have been a few recent 
advarices in diseases associated with 
fat metabolism. Statistical studies 
have shown that obese people 45 
years or over have a substantially 
reduced life expectancy. There is 
nothing new in the treatment of 


obesity, caloric restriction is the 
only method. 

Vitamin supplements should be 
used if the diet restriction has to 
be carried on for a long period of 
time. The present protein shortage 
will lead to the use of higher carbo- 
hydrate diets and this will unques- 
tionably offer a future problem. 

The relationship of diabetes to 
obesity was emphasized by the ex- 
perimental studies on rats by Dr. 
C. N. H. Long. He was able by 
means of appropriately placed punc- 
tures in the hypothalamic area of 
the brain to produce a voracious 
appetite in the animals with a gain 
of two to four times that of their 
litter mates in a period of a few 
weeks. 

This gain is practically all fat 
with very little water retention. He 
noted that as the obesity proceeded, 
the animals ability to metabolize 
carbohydrates became progressively 
impaired so that often after some 
months, diabetes developed in many 
of the animals. 

Within the past few years, we 
have changed our conception of 
the status of the ketone bodies. In- 
stead of considering them harmful 
substances, they are now looked 
upon as a regular stage in fatty acid 
breakdown. 

Cholesterold and cholesterol est- 
ers are lipoids of the sterol group. 
The sex hormones are closely re- 
lated chemically to cholesterol and 
much attention has been paid as 
to whether the cholesterol in the 
diet provides material for sex hor- 
mone formation. 


Diet for Cholesterolemia 

Ordinarily in humans, cholesterol 
is excreted with great ease, but in 
certain individuals this does not 
happen. In these people, there is 
an accumulation of cholesterol in 
the blood and tissues, and nodules, 
filled with cholesterol crystals occur 
over the joint surfaces. This disease 
is called essential hyper-cholesterol- 
emia and the treatment is a diet 
that contains little or no chol- 
esterol. 

It has been shown that choline, 
a simple amino acid, present in an 
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adequate diet prevents fatty ac- 
cumulation in the liver. It-has been 
suggested that in cases of fatty liver, 
choline may be used in treatment. 

Acetyl choline, another simple 
amino acid exerts a physiological 
action on the neuromuscular me- 
chanism. Myothenia gravis is a con- 
dition of profound weakness of the 
muscles of the eye, face, throat and 
those used in respiration. In this 
condition, much of the acetyl cho- 
line taken in the diet is destroyed 
for some unaccountable reason. If 
acetyl choline solution is given by 
hypodermic injection, in many 
cases, marked improvement occurs. 
However, this is not the only an- 
swer to the cause of this disease. 

Experimental diabetes can now 
be produced in animals by the in- 
jection of huge amounts of anterior 
pituitary extract over a long period 
of time. This is important because 
it will open up new fields in study- 
ing the relationship of the endo- 
crine glands to the various nutrients. 

Dr. Charles Best has recently 
published an illuminating article 
on the prevention of diab-ics in 
animals. He showed that in the 
diabetes produced by anterior pitu- 
itary extract, there was a progres- 
sive reduction in the insulin con- 
centration of the pancreas. 

He showed that the experimental 
diabetes could be ameliorated if the 
animal is either starved, given a 
low CHO, high fat diet or admin- 
istered insulin, previous to the pro- 
duction of the diabetes. He suggests 
that diabetes may be prevented by 
insulin therapy or possibly by the 
use of low carbohydrate high fat 
diets in families where diabetes is 
rainpant or in menopausal cases 
with impaired glucose tolerance 
curves. 

Another diabetic preventive is 
indicated by studies which show 
that obese people who have been 
reduced adequately can handle car- 
bohydrate foods much better than 
when they were stout. 

Research has shown that the 
adrenal cortex secretes a substance 
which can create carbohydrate from 
non-carbohydrate partic- 
ularly from protein. When this 
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adrenal secretion is deficient or ab- 
sent, it is the same as feeding a low 
carbohydrate diet, because the car- 
bohydrate converted from the pro- 
tein is required to fill the normal 
carbohydrate needs. 

Several cases of Addisons disease 
complicating diabetes have been re- 


ported recently. The diabetes be. 
comes milder and sometime: is 
apparently cured. It is an exan ple 
of where one disease is improved 
by the development of a new and 
more severe one. Whether this 
phenomenon can be used in tveat- 
ing diabetes is contraversial. 


Dietitians Train for War Duty 


Under the supervision of a graduate dietitian, the student serves a patient's tray. 


MAJOR HELEN C. BURNS, A.U.S. 


DIRECTOR OF DIETITIANS, WAR DEPARTMENT 


The Army became acquainted 
with the work of the dietitian in 
World War I. At that time approxi- 
mately 84 went overseas and 272 
served in this country. This group 
performed its duties so well that 
after the Armistice was signed and 
many returned to civilian positions, 
a training school for dietitians was 
established at Walter Reed General 
Hospital. 


To date about 200 students have 
been graduated. In order to assist 
with the increased demand, addi- 
tional courses have been started at 
Fitzsimons General Hospital in 
Denver, Brooke General Hospital 
in Fort Sam Houston, Texas, and 
Lawson General Hospital in At- 
lanta. 

The course is of one year’s dura- 
tion. A new class enters every six 
months. Students are assigned to 
the main kitchens, the storeroom, 
main diet kitchen, and various ward 
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as she takes the oath of office, the 
> dietitian is fitted out in an attrac- 
tive street uniform. 
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diet kitchens. Classes in diet ther- 
apy, organization and management, 
ward administration, ethics, meat 
and dairy hygiene and other sub- 
jects are conducted in the after- 
noon. 

The student assigned to the dia- 
betic ward learns to work the diet 
and weigh the food in the main 
diet kitchen. This is sent to the 
ward diet kitchen which serves 
thirty or more bed patients. Trays 
are served under the supervision of 
a graduate dietitian, who holds the 
rank of second lieutenant, after 
which ward rounds are made to 
discuss the meal with the patient. 
The ward officer gives orders for 
the diets for his patients and in- 
forms the dietitian of any special 
needs. 

After six months, the students 
are ready for an apprentice course. 
Their work continues under super- 
vision during this period, but they 
are capable of taking added respon- 
sibility. They assist with supervi- 
sion of the food preparation, super- 
vise the serving of food, prepare 


menus, plan food requisitions and 
do many tasks for which they will 
be responsible as a second lieu- 
tenant. 

When graduation day arrives the 
apprentice takes the oath of office 
and very proudly dons the attrac- 
tive street uniform that she now 
has the privilege of wearing. 

Through the director of dietetics, 
the Medical Department dietitian 
is responsible to the commanding 
officer of the hospital to which she 
is assigned for the entire food serv- 
ice to all patients. She plans the 
daily menus with special reference 
to proper diet and nutritional re- 
quirements so as to utilize the food 
products available, devises stand- 
ardized recipes and directs the pre- 
paration of food with special em- 
phasis on food constituents, palata- 
bility, and attractiveness, calculates 
and directs the preparation and 
service of special diets, including 
metabolic diets, prescribed by the 
medical officer, instructs patients in 
correct food and dietary habits, as- 
sists in the ordering of food sup- 
plies and kitchen equipment, ac- 
cording to quality and quantity 
needed, and keeps accounts and 
records necessary for an intelligent 
working of the dietetic department. 

The work of the Medical Depart- 
ment dietitian is most interesting 
as well as patriotic. She is gaining 
knowledge in her own line of work 
as well as assisting the soldier pa- 
tient regain his health by means 
of an adequate diet, properly pre- 
pared and attractively served. 

As the war goes on the need for 
dietitians increases. They not only 
serve in station and general hospi- 
tals in the United States, but also 
in various theaters of operation 
outside the continental limits and 
on hospital ships. This group which 
has been with the Medical Depart- 
ment as civilians since World War I 
are now given a relative rank in 
the Army of the United States in 
accordance with Public Law 828, 
77th Congress. ‘There are now near- 
ly a thousand dietitians on duty 
but, it is estimated that another 
thousand will be needed within the 
next year. 





By Mimature X-ray Screening, the 


CHEST PATROL 
Protects Both Patents and Hospital Employees 


WwW: WHOSE lifetime job it is to 
wage war against disease in 


all its intricate complexities have 
long been familiar with the impor- 
tance of tuberculosis as one of the 
major enemies of human health and 
happiness. By dint of inspired co- 
operative effort, society has main- 
tained an offensive which has great- 
ly curtailed the effectiveness of this 
particular disease. 

Improved methods of treatment, 
most spectacular in the case of pa- 
tients whose lesions would have 
been considered entirely hopeless 
a dozen years ago, have scored bril- 
liant, though with respect to the 
entire venture, local victories. It 
has been through the effective isola- 
tion of patients known to harbor 
the disease in transmissible form 
and the searching out of extremely 
early cases that the death toll from 
tuberculosis has been so gratifying- 
ly reduced. 

Case-finding, as the search for pa- 
tients in whom tuberculosis has 
gained a foothold is called, has been 
carried out to a large extent by 
means of wholesale tuberculin test- 
ing and by the employment of mass 
x-ray surveys applied to groups of 
school children and the employees 
of various industries. 

Beginning with the detection of 
individual cases of the disease by 
these methods, social workers have 
rounded up persons known to have 
been exposed by personal contact, 
thus enlarging the importance of 
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every case discovered. X-ray survey- 
ing can be carried out with relative 
ease, and, especially since the ad- 
vent of photofluorography, the cost 
cannot be considered prohibitive. 
Its practicability has been thor- 
oughly tested by the armed forces 
which have applied it to the mil- 
lions of men and women examined 
at the induction centers, and the 
U. S. Public Health Service are 
using it widely and has even greater 
plans in the making. 

At tuberculosis sanitaria, where 
all persons admitted are known to 
have or at least suspected of having 
the disease, routine chest filming has 
for some time been in vogue. Bor- 
rowing from military procedure, 
the medical profession, in league 
with an aroused public at large, has 
employed methods of seeking out 
the activities of this public enemy 
closely akin to military intelligence, 
espionage and patrol. 


Hospitals are Lax 


Strange as it seems when consid- 
ered, general hospitals have not 
been quick to protect themselves in 
similar fashion. Present standard- 
ized admission procedures are not 
well adapted to the detection of 
tuberculosis among entering pa- 
tients. This laxity plays directly 
into the hands of the tuberculosis 
forces; constitutes a soft spot in 
society’s defenses against disease by 


unnecessarily exposing patients and 
hospital workers alike within the 
very edifice where the battle to 
maintain good health is being most 
earnestly waged. 


It is idle to hope that persons with 
as yet unrecognized tuberculosis in 
transmissible form will not present 
themselves for admission at the 
doors of general hospitals. It is dan- 
gerous to assume that the true state 
of affairs will be disclosed in the 
course of general examination be- 
fore serious spread of their disease 
has occurred. 


Tuberculosis case-finding when 
applied to any group of people who 
are sufficiently conscious of illness 
to seek hospital care may well be 
expected to yield more in the way 
of positive findings than the same 
effort employed in blanket fashion 
among school children and em- 
ployee groups. 

At the University Hospital the 
x-ray chest patrol was formally in- 
stituted as a routine procedure on 
July 1, 1941. For some time all staff 
members, professional and nonpro 
fessional alike, had been regularly 
surveyed when appointed to service 
and at least yearly thereafter, and 
all university students had been 
subjected to chest x-ray examina 
tion upon matriculation. 

A test run of fourteen complete 
clinic days, conducted in the hos- 
pital in 1935, had convinced every- 


HOSPITALS 





one concerned that we could not 
afford to exclude the patient pop- 
ulation and at the same time effect 
control of tuberculosis within the 
institution. 

Through the generosity of the 
w. K. Kellogg Foundation, quar- 
ters and photofluorographic equip- 
ment were provided within the ad- 
mitting divison. Except for extreme- 
ly sick persons who are transported 
immediately to their beds, all clinic 
and hospital patients are subjected 
to chest filming as a part of the 
admitting routine. In so far as it is 
possible, even the emergency pa- 
tients are later transported to the 
units for filming. 


Forced to Use Miniature Films 


At the time when this unit was 
being established all of the photo- 
fluorographic apparatus being 
manufactured was being requisition- 
ed for the Army and the Navy. Of 
necessity we were forced to adapt 
to our purpose a stock model 35 
mm. camera equipped with an f. 
1.5 lens. 

Beset during the earlier months 
of operation with all manner of dif- 
ficulties related to the choice of 
photographic materials, lack of ex- 
perience with various types of 
processing solutions, the need of a 
fixed grid to improve exposure 
quality and many others, we some- 
how managed to operate without 
serious interruption until these had 
been surmounted. 

Day after day and week after 
week the chest patrol has scanned 
the parade of entering patients, 
ever alert for telltale signs of dis- 
ease. The crew assigned to this pa- 
trol duty has been small: One tech- 
nician to position patients, operate 
the apparatus and process the films; 
one radiologist to interpret films for 
about thirty minutes daily and to 
supervise the equipment and _ its 
Operation; and one stenographer to 
compile and distribute the individ- 
ual and consolidated reports. There 
has een much territory to cover. 
In two full years between July 1, 
1941. and June go, 1943, a total of 
453°) persons have stood momen- 
tarily before the fluorescent screen 
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to permit the image of their chest 
to be photographed, and this many 
miniature chest films have been 
closely scrutinized by the observer 
on duty. 

On the basis of his impression of 
these films patients have been as- 
signed to three major catagories: 
(a) If the miniature film showed no 
visible evidence of abnormality, (b) 
if observed deviations from normal 
were not considered clinically sig- 
nificant, and (c) if positive or even 
suspicious signs of important dis- 
ease were observed. 

The sole basis for classification 
was the story told by the film, the 
chief complaint, the past history, 
even the clinical division to which 
the patient was to be admitted 
being unknown to the observer. He 
reported signs of abnormality as he 
saw them without bias. 

Over the two-year period 1.5 per 
cent of the miniature films were of 
unsatisfactory quality. Many of 
these examinations were repeated 
giving a total group of patients 
upon which reports were rendered 
numbering 44,681. A full two-thirds 
of these were negative (67 per cent). 

One-fourth of the patients exam- 
ined were found to have detectable 
abnormalities considered to be 
without real significance (23 per 
cent). The remaining one-tenth (10 
per cent), a total of 4475 persons, 
were considered to have demonstra- 
ble signs of chest disease requiring 
further investigation. 


Fail to Carry Through 

For a variety of reasons the rec- 
ommended standard x-ray examina- 
tions were not conducted in many 
instances. For instance, some of the 
patients, returning shortly to the 
care of their family physicians, pre- 
ferred to have the work done at 
home. In other cases the chest lesion 
apprehended was already known to 
our staff. In some instances patients 
could not be convinced of the wis- 
dom of the suggested move. 

More than half the patients classi- 
fied as (c) have been carefully re- 
examined, however, and confirma- 
tion of the suspected seriousness of 
the survey finding has followed in 


approximately 75 per cent, which 
is gratifying to the patrol observer, 
especially in view of the fact that 
he routinely includes in the (c) 
group all patients presenting sug- 
gestive as well as unequivocal signs 
of significant disease. 


New Attitude Necessary 


Because it is the expressed pur- 
pose of the x-ray patrol project to 
scan the entire incoming patient 
population of the clinic and hospi- 
tal for telltale signs of thoracic dis- 
ease of all types, to point an accus- 
ing finger even upon reasonable 
suspicion, it is advisable for the 
radiologist assigned to patrol duty 
to develop an attitude toward min- 
iature film reading which is quite 
foreign to his accustomed practices. 

At high speed he must make a 
direct and reasonably reliable de- 
cision regarding the overall status 
of every chest with due regard to 
the probable consequences of his 
pronouncement. In fairness to pa- 
tients, the line between normalcy 
and serious abnormality must be 
drawn with reasonable accuracy. He 
must not alarm large numbers of 
patients without cause, and on the 
other hand he must not fail to re- 
port concern when the findings 
justify that feeling. 

We do not feel that the minia- 
ture chest survey routine has in 
any sense supplanted standard 
methods of x-ray examination of 
the chest, but rather that it repre- 
sents an observation post of great 
value in determining which in- 
dividuals among the incoming pa- 
tient population deserve or require 
to be subjected to thoroughgoing 
fluoroscopic and radiographic study. 

There are too many loopholes in 
the x-ray chest patrol program to 
permit accurate computation of the 
incidence of active tuberculosis 
among the institution’s incoming 
patients upon the basis of its records 
alone, desirable as that might be. 
Patrol activities are not directed 
toward this disease alone, and in 
any event are not diagnostic in 
nature. 

It is true that an experienced 
roentgenologist may often feel con- 
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fident that miniature film findings 
represent pulmonary tuberculosis— 
may even be able to judge the char- 
acter and extent of the lesion—but 
to do so wou!d be to risk errors that 
are far less apt to occur if he em- 
ploys the well-tested facilities in his 
roentgen laboratory. 


Full Review 


To be used as a basis for reliable 
incidence figures in the case of tu- 
berculosis, each instance of obvious 
or suspected pulmonary lesion 
should of necessity be reviewed, not 
only from the roentgenological 
viewpoint, but by careful physical 
and laboratory examination as well. 
This degree of perfection in follow- 
ing up chest patrol findings has not 
as yet been attained. 


It is possible to formulate an es- 
timate based upon a detailed analy- 
sis of follow-up x-ray findings in 
a group of 167 patients during a 
three-months’ period of our experi- 
ence. During this time this many 
patients who had been designated 
as persons whose miniature admis- 
sion films showed frank or suspi- 
cious evidence of pulmonary dis- 
ease had been subjected to further 
study which had confirmed the 
existence of the reported lesion and 
verified its significance. 


From the x-ray viewpoint some 
form of pulmonary tuberculosis was 
diagnosed (calcified scars excluded) 
in 56.8 per cent. In the remainder, 
nontuberculous inflammatory _ le- 
sions, atelectases, primary and meta- 
static lesions and pulmonary vas- 
cular congestion associated with 
cardiac failure were diagnosed. 

If one were to assume that all 
patients reported to show lesions in 
the lung would follow this same 
distribution if carefully reviewed, 
some idea regarding the incidence 
of tuberculosis might be obtained. 
Before computing such figures, how- 
ever, it would be necessary to take 
into account the fact that not all 
of the findings reported by the chest 
patrol are found to be significant 
when re-examined. 

During a period of seven months 
it was found that 75 per cent of 
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re-examined patients whose minia- 
ture films had been reported as 
positive for pulmonary lesion did 
in fact have significant pulmonary 
disease. The abnormalities in the 
remainder were not found to be of 
clinical significance. 

In the case of patients where pul- 
monary lesions were suspected but 
not positively reported, only 45 per 
cent subsequently proved to be real 
and significant. Using the results of 
confirmatory examination in these 
limited groups of cases, we may at- 
tempt to estimate the number of 
patients with tuberculous pulmon- 
ary lesions detected by the patrol 
procedure. 


We must, of course, remember 
that our patrol is capable of over- 
looking some lesions later proved 
to have been present, but the oc- 
currence of such oversight in so far 
as we have been able to test for it 
is not great. 


In the year ending June 30, 1943, 
“questionable pulmonary lesion” 
was reported in the case of 802 per- 
sons. If our past experience were 
to hold good, 360 of these would 
prove on re-examination to have 
significant pulmonary disease. 


Significant Cases Found 


During the same period pulmon- 
ary lesions were positively reported 
in 741 persons and experience 
would show that 555 were not only 
real but significant as well. In all 
we may expect that the survey has 
uncovered clinically significant dis- 
ease of the lung in 815 persons or 
4.1 per cent of the total examined 
during the year. 


If the percentage of tuberculosis 
discovered in the three-months’ test 
period were to hold, 462 persons or 
2.1 per cent of the year’s grist could 
be expected to have pulmonary tu- 
berculosis recognizable by our sur- 
vey methods. Borrowing once more 
from our prior experience we may 
assume that of these, 184 would 
have the disease in unquestioned 
active form, a number representing 
o.8 per cent of the total group sur- 
veyed. 


If these computations seem ‘dle 
because based upon far too niany 
assumptions, they nevertheless have 
some value in maintaining the » jor. 
ale of the patrol workers. It is sat. 
ural that they should desire to | iow 
the value of-their efforts in terms 
of long-range results. 


First Intimation to Many 


They need no statistical analyses 
to assure them of their accomplish. . 
ments in numerous individual in- 
stances where the prompt reporting 
of widespread tuberculosis is dis. 
covered unexpectedly in patients 
whose reason for coming to the hos- 
pital has been entirely unrelated to 
pulmonary status. 


Interest in the daily work is en- 
hanced by the knowledge that re- 
sults so far have been instrumental 
in bringing to light a considerable 
number of dangerously infectious 
cases which might otherwise have 
been the source of crippling tuber- 
culosis for a score of hospital work- 
ers and fellow-patients. Our _pa- 
tients have learned by word of 
mouth that chest survey service is 
an integral part of hospital routine 
at our institution and they seem 
anxious to be examined. 


Our professional staff members 
rely to a very considerable extent 
upon this activity for valuable ad- 
vance information concerning all 
of their patients. The entire family 
of hospital workers looks upon the 
venture as a safeguard to its health. 


Our hospital management knows 
full well that the patrol maintained 
in the admitting division is an ex- 
cellent form of insurance against 
financial losses which attend the de- 
velopment of active tuberculosis 
among hospital employees. 


By itself the x-ray chest patrol 
cannot stamp out tuberculosis. It 
can only serve warning to everyone 
concerned when the disease is rec- 
ognized among the patients who are 
being admitted, but by promptly 
relaying its observations to those 
who are to be charged with the 
patient’s care, the patrol serves very 
effectively as a first line of defense. 
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THREE 
OPPORTUNITIES Confront the Administrator 


s hospital workers we are. re- 
A sponsible in great measure for 
the public health in our communi- 
ties, and certainly we are conscious 
of the need for maintaining profes- 
sional staff standards during the 
war. 

The medical profession is the 
only profession that has under- 
taken to set its own house in order 
during this emergency. It proposed 
the Procurement and Assignment 
Service, which was given authority 
under the War Manpower Commis- 
sion, not only to provide doctors 
for the armed services, but also to 
make sure that a certain number 
of doctors remained at home to staff 
medical schools and hospitals and 
to provide suitable care for the 
civilian population. While this 
service may have made some mis- 
takes, the overall results have been 
excellent. As the decision to retain 
men for hospital staffs is made by 
their own contemporaries, these 
men do not feel embarrassment be- 
cause they cannot go to war. 

Medical care in any community 
is dependent upon the opportuni- 
ties for doctors to obtain further 
education in that area. The doctor 
is dependent upon the hospital for 
this education. Three basic steps 
essential in maintaining medical 
standards during the war are: 


1. The maintenance of opportunities 
for doctors to keep abreast of the advances 
In medicine. 


2. The protection and conservation of 
the time, health, and resources of doctors 
so that they may utilize their every mo- 
ment to advantage in maintaining contact 
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with sources of information and have am- 
ple time to devote to each patient. 


g. The proper handling of public re- 
lations to the end that our patients are 
appreciative of the fact that we are sacri- 
ficing luxuries, not quality, of medical 
care. 

The present status of medicine 
indicates very clearly that the qual- 
ity of professional care of the pa- 
tient can be maintained only if 
there is constant opportunity for 
medical education. Therefore, the 
preservation of opportunities for 
doctors to keep abreast of the ad- 
vances in medicine is our most im- 
portant step. 

The hospital supplies the site, 
the atmosphere, for free exchange 
and appraisal of the quality of 
work done. It supplies the most vi- 
tal link in medical education. Not 
only does it supervise and supply 
the training for interns, but it pro- 
vides the opportunity for profes- 
sional growth of the visiting physi- 
cian, keeping him abreast of the 
constant developments in the field. 


Mutually Dependent 

The American Medical Associa- 
tion has expressed itself very defi- 
nitely in recent months as to the dif- 
ferentiations between the practice of 
medicine and certain aspects of hos- 
pital management. Doctors cannot 
get along today without hospitals 
any more than hospitals can come 
into being, or exist, without doc- 
tors. There is a distinct mutual 
inter-dependency. 

Certainly the doctors make a hos- 
pital, and I am sure that the doctor 
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looks on the hospital as the place 
which provides many opportunities 
that assist him in maintaining his 
professional standing. Not all hos- 
pitals are of the university type, 
but every hospital should be a 
“teaching” hospital. 

Strict maintenance of the teach- 
ing program is essential in the 
maintenance of professional stand- 
ards in hospitals during the war. 
Dr. Malcolm T. MacEachern has 
said: “Without a medical staff con- 
ference, properly conducted once a 
month at least, no hospital can keep 
its service on a scientific basis, and 
wartime is no excuse for delin- 
quency in the important appraisal 
or audit of the clinical work which 
is provided at the conference.” In 
addition a day-by-day contact is 
essential. 

As the practice of medicine has 
become more involved, there is a 
greater dependency upon the spe- 
cialists in fields of radiology, path- 
ology and anesthesia. Men in these 
specialties, particularly if they are 
full-time, can do much to assist in 
the educational program, not only 
by taking responsibility for confer- 
ence but in day-by-day contact with 
the members of the staff. It is an 
ideal situation in a hospital when 
members of the profession are will- 
ing to confer on their cases. It is 
wholesome that medical men are 
not only willing to discuss their 
cases, but also welcome a critical 
analysis or audjt. The result is 
preservation and advancement of 
professional standards. 
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Smaller hospitals which cannot 
maintain full-time specialists:in the 
laboratory, x-ray, and anesthesia 
departments can maintain stand- 
ards during the war only with the 
help and interest of those hospitals 
whose size warrants such specialists. 
The larger hospital therefore has 
an added responsibility. There are 
several ways in which such assis- 
tance is expressed. Outstanding 
among them is your own plan of 
hospital extension service. ~ 

The Kellogg Foundation in 
Michigan has a plan suited to its 
particular needs. We like to think 
that Salem Hospital has a plan that 
is suitable for its needs and those of 
the smaller hospitals with which it 
collaborates. Regardless of the ve- 
hicle, this type of procedure is cer- 
tainly in the interest of maintain- 
ing and improving professional 
staff standards. 

I am sure the patterns as ex- 
pressed by the Bingham Associates 
Fund and by the Kellogg Founda- 
tion, if adopted and followed vig- 
orously by the voluntary hospitals, 
will do much to encourage the in- 
tegration of hospital facilities and 
to coordinate hospital services. 

Our second point is that we must 
protect and conserve the health, 
time, and resources of doctors so 
that they may utilize their every 
moment to advantage in maintain- 
ing contact with sources of informa- 
tion and have ample time to de- 
vote to each patient. 


Some Shortcuts 

Leadership on the part of hos- 
pital administrators is particularly 
indicated in this instance. Plans 
can be worked out which will en- 
courage the patients to go to the 
physician, thus saving him travel 
time. Offices can be provided in 
hospitals so that doctors may see 
their patients while carrying on 
their hospital functions. 

Communities can be made aware 
of the fact that it is proper for 
emergencies to be taken to the hos- 
pital where the family doctor may 
be more readily reached during his 
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normal hospital hours. Operating 
room schedules can be adjusted in 
the interest of meeting the neces- 
sarily revised schedule of surgeons. 

Readjustment of the type of staff 
organization might be indicated in 
certain hospitals. If interns or resi- 
dents are available to spend some 
time in the doctor’s office as an as- 
sistant, this will not only be of 
great assistance to the doctor but 
will give excellent experience to the 
intern or resident; and specialty 
boards probably will give him 
credit for this time. 

Acceptance of the value of a cen- 
tral point for patient care has re- 
sulted during the last quarter cen- 
tury in the doubling of facilities 
for hospital care, whereas during 
the same period the average stay in 
hospitals and the death rate have 
both been halved. During this war, 
there has been a still further in- 
crease in the use of hospitals, due 
in a measure to the fact that there 
is less possibility of receiving good 
care now at home. 


Specialists’ Availability 

This has resulted in a conserva- 
tion of medical time, and it should 
be encouraged. Constant availabil- 
ity of the radiologist and patholo- 
gist for consultation will make it 
possible for these specialists to sug- 
gest tests or examinations which 
will speed up the process of care 
of the patient and will also save 
time in the already overworked 
laboratories. 

The loss of one-third or more of 
the medical staff from most hos- 
pitals results in a _ considerably 
higher average age of the remaining 
physicians. Intelligence must be 
employed in an effort to utilize the 
older men to the best advantage 
and in an effort to keep them avail- 
able for as long as possible. It has 
been interesting to see the way the 
older men have stepped back into 
the junior staff positions to carry 
on certain hospital functions. This 
has been noticeable particularly in 
the outpatient departments of 
many university hospitals. 





There is much we can do in te 
adjustment of clinics to the end 
that we utilize as little of the tine 
and energy of these physicians «s 
possible. Older physicians may |e 
very useful in certain special sei\- 
ices and assignments and in cover- 
ing the wards for short periods. 


Vacations Are Essential 

In some hospitals this has been 
found to be a better procedure tlian 
to assign these men to the arduous 
task of a regular surgical or med- 
ical service. Vacations are essential 
for all doctors today, and we must 
encourage our medical staff to plan 
proper vacation coverage. We must 
protect the older doctors from night 
calls if at all possible. 

There is much we can do in pub- 
lic relations to encourage the pub- 
lic to “take care of the doctor” as 
it was so aptly expressed by the 
health commissioner of Boston re- 
cently. 

Education of the public has a 
definite relationship to the main- 
tenance of medical staff standards. 
Patients must be made aware of the 
fact that during the emergency we 
may be sacrificing luxuries and pos- 
sibly comforts, but we are not low- 
ering the quality of medical care. 
A public well informed in this par- 
ticular will have a proper appre- 
ciation of the need for conserving 
the doctor’s time. 

The president of the American 
Hospital Association recently ‘said: 
“Whether we like it or not, the 
trends appear to indicate that the 
frontier of the future medical prac- 
tice lies within the walls of the 
modern hospital.” 

This presents a real challenge to 
the field of hospital administration, 
as it is only by leadership on the 
part of trustees and management, 
paralleling that of the medical 
staff, that we can maintain profes- 
sional standards during the war, 
keep up-to-date with the rapid ad- 
vances in medicine which are al- 
ways accelerated during wartime 
and adequately fulfill the needs of 
the postwar period. 
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HANOVER'S 
GROUP CLINIC An Old Saver of Personnel 


RADITIONALLY, the practice of 

medicine has been carried on as 
the responsibility of individual 
practitioners, and while variations 
from this established method have 
been undertaken by industries, or- 
ganizations or governments for se- 
lected groups, very seldom has the 
medical profession undertaken any 
deviation from this program. 

Some fifteen years ago it became 
apparent to members of our staff 
that in certain types of practice the 
efforts of the individual have been 
inadequate, and that medical service 
supplied to an individual patient 
by several physicians resulted in a 
gradually increasing cost of the total 
service to the patient. 

Further, and somewhat ironically, 
charity cases in our hospital as in 
all hospitals, always had beén cared 
for by the combined medical service 
of the staff, whereas the private pa- 
tients either continued to receive 
the service of an individual doctor 
or had to pay both the fee of the 
original physician and those of con- 
sultants. 

In 1928 the theory was advanced 
that the same cooperative teamwork 
of physicians could be employed for 
private patients as well as for ward 
or charity cases. Following along this 
line, the staff of the Mary Hitchcock 
Hospital, Hanover, New Hampshire, 
was organized as a group clinic. 

For purposes of delineation I have 
defined a group clinic as an organi- 
za‘ion of physicians engaged in co- 
Operative and contiguous medical 
practice using in common facilities, 
personnel, office space, laboratories 
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and medical equipment. This type 
should be distinguished from that 
of a private clinic consisting of an 
individual with an organization of 
assistants where the clinic has been 
developed as the result of the phy- 
sician’s own private practice. 


Five Physicians 

The original clinic consisted of 
five physicians with offices in the 
main hospital building. As the pic- 
ture changed, with both the clinic 
and the hospital increasing in size 
and scope, a separate doctors’ office 
building was built by the hospital 
and is rented to the Hitchcock 
Clinic. This group maintains its 
own clerical and nursing staffs, 
though it uses in common with the 
hospital laboratory and x-ray facil- 
ities. The offices in the doctors’ 
building are the only offices main- 
tained by these physicians, and in 
them are seen both private and in- 
digent out-patients. 

Two years ago the clinic group 
consisted of twenty-three physicians, 
each of whom was specializing in 
some branch of internal medicine or 
surgery, and the majority had passed 
their specialty boards. These men 
serve not only as the staff of the 
Mary Hitchcock Hospital, but also 
as staff for the Dartmouth College 
Health Service which is housed in 
the college infirmary, Dick Hall’s 
House, which is physically con- 
nected with and serviced by the hos- 
pital, and as instructors on the fac- 
ulty of Dartmouth College Medical 
School. 


The three senior members of the 
Hitchcock Clinic and the chairman 
of the professional staff serve as the 
staff Board of Governors, in whose 
hands is placed the responsibility for 
supervising the professional work of 
the entire staff, and who act as liai- 
son officers between the clinical staff 
and the trustees of the hospital. 
These two bodies meet together on 
invitation of the board of trustees 
or at the request of the staff board 
of governors. The chairman of the 
professional staff, together with two 
junior members of the clinical staff, 
one member of the associate staff, 
and the director of laboratories 
serve as a coordinating committee 
whose responsibility is to investigate 
professional problems and to rec- 
ommend to the staff board of gover- 
nors such changes as to them seem 
advisable. The superintendent of 
the hospital serves as secretary to 
both of these staff committees, and 
is executive officer of resulting pro- 
grams. 

The hospital at the present time 
has a listed capacity of 196 beds, 164 
of which are in the general hospital 
and 32 of which are located in Dick 
Hall’s House. The maximum capac- 
ity of the combined institutions is 
244, and we have been operating at 
approximately listed capacity. The 
hospital maintains approved schools 
for nurses, for medical technicians 
and for x-ray technicians, and is 
training for its own use anesthesia 
technicians under the direction of 
an anesthesiologist. 





45 

















Ninety per cent of the patients 
seen by the staff and hospitalized are 
referred by physicians in this area 
and communities lying outside its 
boundaries. Physicians in four hun- 
dred communities in northern New 
England usually refer patients to 
the hospital in any one year. 

Conservation benefits through 
such type of staff organization are 
numerous, and I should like to 
elaborate on a few. From a strictly 
hospital administrative standpoint, 
more efficient use is made of equip- 
ment, and the amount of equipment 
necessary is reduced very substan- 
tially. Combined purchase of sup- 
plies increases quantity of individ- 
ual orders and often reults in lower 
prices. Personnel which either one 
might not be able to afford can be 
supplied because of the combined 
work in the clinic and the hospital. 

Centralization of all medical rec- 
ords in one medical record room 
enables us to maintain a substantial 
staff of medical record librarians 
and medical secretaries. 

However, these benefits are ex- 
traneous to the main subject—the 
conservation of medical personnel. 
I should like to emphasize certain 
phases operating along this line, the 
first of which is the effect on the care 
of hospital patients. 


Minimum Confusion 


Even though nearly a half of our 
ordinary staff is now in the armed 
services, we still have been able to 
maintain the standard of medical 
care through staff reorganization as 
advanced and carried through by 
the staff itself. As one man left, vari- 
ous duties of that individual might 
be assumed by three or four of the 
remaining members. While this in 
creased the loads of other individ- 
uals, it resulted in allocation of 
duties to those individuals best 
suited by training, experience and 
personality to carry on the program. 

Such assignments easily can be 
made in a group such as ours, inas- 
much as consideration can be given 
to all the types of activities of the 
individual to whom such duties are 
to be assigned. 

Next, the loss by many of the sur- 
rounding communities of their local 


46 





physicians has thrown a much 
greater out-patient load onto the 
clinic group. I should like to point 
out here that out-patient visits are 
made to the doctors’ office building 
by all types of patient — indigent, 
semi-indigent and private—with all 
types occupying the same waiting 
rooms and with no two individuals 
realizing or appreciating the finan- 
cial status of the person waiting 
next to him. 

With the group type as it is func- 
tioning in Hanover, the additional 
load of out-patient visits can be 
sandwiched in between scheduled 
hospital procedures or hours of in- 
struction in the medical school. 
There is no competitive spirit in the 
group, so by careful assignment of 
cases, through scheduling of diag- 
nostic procedures by different men 
previous to the time for the visit or 
return visit to the specialist we have 
been able to shorten substantially 
the amount of time necessary for the 
physician to devote to each out- 
patient call. 

We appreciate that we have re- 
sponsibility to our townspeople, and 
while it may occur that the physi- 
cian desired is occupied or out of 
town, or that the call is of an emer- 
gency nature, it is possible to trans- 
fer this call quickly to one of the 
other physicians in the office at the 
time. This eliminates the necessity 
of calling three or four separate of- 
fices in order to locate a physician 
who is available. 

In cases of strangers who have no 
preference for a particular physi- 
cian, something of the nature of the 
case is ascertained and a doctor 
within whose field the case falls is 
sent on the call. Also, this practice 
governs rural work in the back sec- 
tions of our own township, or even 
in neighboring towns where physi- 
cians are not available in cases of 
emergency. 

One should not lose sight of the 
fact that medical education must be 
continued in times such as these, 
and I should like to point out again 
that the clinical instruction of the 
Dartmouth Medical School is car- 
ried on by men actively engaged in 
the practice of medicine in the com- 
munity. 





While we have had to discontinu 
certain residencies and curtail i: 
ternships to twelve months, th 
change disrupted our organizati: 
but slightly. Likewise, because . 
the association of pathologists, : 
diologists and an anesthesiolog: | 
with this group, we have been al \: 
to emphasize those teachings usua' |, 
auxiliary to the clinical service, ai: 
yet do so without loss of time {i 
clinical training. 


Service Both Groups 

Supplementary professional pcr 
sonnel, such as technicians, are aloic 
to serve both groups without detri- 
ment to either. For example, in the 
doctors’ office building is a small but 
well-equipped laboratory which is 
staffed by a hospital technician who 
during regular office hours executes 
such procedures as the. physicians 
request for immediate report. Con- 
trawise, the hospital maintains an 
x-ray department to which out-pa- 
tients can be transported easily, and 
the physician can receive an imme- 
diate report from the radiologists, 
thus saving the patients’ time and 
eliminating the necessity for a re- 
turn visit and consequent loss of 
time by the physician. 

During this wartime period we 
have expanded the supervisory serv- 
ice of x-ray departments and labor- 
atories in smaller hospitals in our 
area. For several years it has been 
the practice for our radiologists and 
pathologists to undertake direction 
and supervision of those depart- 
ments in hospitals which financially 
were unable to maintain such serv- 
ice for themselves. At the present 
time members of our staff are super- 
vising five x-ray departments and 
eleven laboratories. 

While this form of organization 
was not initiated because of wartime 
conditions, it certainly has enabled 
us to meet substantially increased 
demands without noticeable loss of 
efficiency, and without increasing 
too greatly the burden of the indi- 
vidual physician. As the change in 
circumstances took place, it appears 
that we have been able to meet the 
final criterion of any medical serv- 
ice, which is the end result to the 
patient. 
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A DISCUSSION 
CONSERVING THE 
MEDICAL STAFF 


PART III 


OFFICES asa Tned Alternative to Group Care 


HE question is frequently asked 
y eet Will group care be neces- 
sary as a result of the war? An in- 
telligent answer requires a defini- 
tion of terms, beginning with a 
clarification of the term group 
care. 

Would group care solve the 
problem of supplying medical serv- 
ice to our civilian population while 
70,000 or more medical men are in 
service? Or is there a way in which 
medical care can be distributed so 
that all civilians can receive proper 
attention under today’s circum- 
stances? 

It is generally understood that 
group medicine consists of a group 
of physicians and dentists who 
combine their professional services, 
skills and financial resources to 
practice the prevention and treat- 
ment of disease. These practitioners 
use common office facilities and 
professional equipment. They em- 
ploy in common subsidiary person- 
nel for administrative and clinical 
purposes. 

Although a private clinic may be 
similar in a purely professional 
way to the staff of a hospital out- 
patient department or a_ public 
clinic, the two are not to be con- 
fused. The patients of the public 
clinic are for the most part charity 
patients who pay little or nothing 
for services rendered them. Physi- 
cians in the public clinic usually 
serve without monetary remunera- 
tion, while physicians in the pri- 
vate group depend on direct in- 
come from the patients they serve. 
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Although the organization of the 
outpatient department of the aver- 
age hospital is such that a large 
number of patients may be han- 
dled, the time is not propitious to 
attempt to transform these depart- 
ments into all-purpose clinics car- 
ing for all strata of society. It is a 
fact that some hospitals have done 
this very thing and this system is 
proving successful for them. 

I refer to a paper given by Dr. 
G. Otis Whitecotton at the Ameri- 
can Hospital Association War Con- 
ference last year in St. Louis, en- 
titled “The Pay Clinic.” Doctor 
Whitecotton expressed the idea that 
an expansion of the outpatient de- 
partment to include all classes of 
patients could be a successful pro- 
cedure in some communities. Such 
an undertaking would perhaps be 
more successful in an institution 
with a teaching affiliation. 


Against Reorganization 

It is doubtful whether such a 
reorganization is sound or should 
be attempted in most institutions 
for the following reasons: 

FIRST, It is questionable wheth- 
er or not it is socially possible to 
use common facilities for all classes 
of patients. 

SECOND, Institutions in which 
such a system has been found work- 
able are those with full time sala- 
ried staffs. 

THIRD, The structure of the 
outpatient department has its ori- 
gin in the fact that there are two 





classes of individuals receiving ade- 
quate medical care; namely, the 
medically indigent and those of 
better than average income; and 
since there has been no problem 
facing those with means, the indi- 
gent were cared for in the clinic. 

FOURTH, The safeguard to the 
whole structure lies in the develop- 
ment of the social service under 
whose administration the low wage 
earnér was given permission to go 
through the outpatient department 
and was charged according to his 
ability to pay. 

There is no question but that we 
have a major problem of furnishing 
medical care to the people in our 
communities; yet it hardly seems 
necessary, or even proper, to try to 
transform the outpatient depart- 
ment into something for which it 
was not designed. 


The outpatient department has 
its own problems resulting from a 
shortage of physician personnel. 
Let us help to solve these problems, 
and not add to them. By the same 
token, it would not do to attempt 
to force or even suggest that med- 
ical men form themselves into 
groups to combat the shortage, re- 
gardless of how well it might work 
out in theory. 

We are all individualists, and 
subconsciously we form ourselves 
into cliques and live more or less 
within circumscribed bounds of 
human relationships. It is not 
everyone.who can work to advan- 
tage with everyone else. To form a 
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medical group which will be suc- 
cessful and desirable from the point 
of view of physicians and patients 
alike requires an extremely rare 
combination of personal, profes- 
sional and material qualities. 


Record of Failures 


A booklet published by the 
American Medical Association in 
1940, entitled “Group Medical 
Practice,” states conclusively that 
the right qualities are not to be 
found in every community. This is 
borne out by the fact that in the 
eight years from 1932 to 1940, of 
all the groups which had been 
formed in the United States more 
than two-thirds were eventually 
discontinued. Friction was one of 
the greatest causes of dissolution. 

There is a system which, as far 
as I have been able to determine, 
is not being used to any large ex- 
tent throughout the country. It is 
one which, if properly organized, 
can expedite adequate patient care 
and not disturb the already organ- 
ized departments of the hospital or 
the routine of the private practi- 
tioner. 

In our hospital we are pleased to 
call this section “staff offices.” 
“Staff offices” is a physical unit set 
up in the hospital where the pri- 
vate physician can see ambulatory 
patients at the hospital in attractive 
and adequate offices well staffed 
with subsidiary personnel. It differs 
from the outpatient department 
only in that it takes patients who 
are capable of paying regular fees. 


The staff member can see many 
more patients in “staff offices” than 
he can in his own offices for a num- 
ber of reasons. Since he must see 
his hospitalized patients daily he 
does not lose travel time. During 
morning visits at the hospital there 
are almost always delays, some 
minor, some major. Without “staff 
offices” he would be compelled to 
wait, or for a delivery, or for the 
operating room, or for the reading 
of an x-ray, or perhaps for a labo- 
ratory report. 

The hospital has facilities such as 
x-ray, laboratory and_ electrocar- 
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diography, which are seldom found 
with adequate technical help in the 
private office. So much valuable 
time is saved when the radiologist, 
the pathologist, the cardiologist, 
and other specialists can be con- 
sulted immediately without having 
the patient “come back day after 
tomorrow.” 

Also, the physician working in 
the hospital has access to extensive 
records and to a more complete li- 
brary than he can have in his of- 
fice. He can usually consult quick- 
ly with almost any type of compe- 
tent specialist. He can be sure that 
his patients receive continuous 
care by a trained personnel. 

To be sure, physicians who are 
members of groups also have ac- 
cess to the hospital privileges, but 
physicians in localities with “staff 
offices” need no longer join a group 
to obtain this type of medical coop- 
eration. 

One might call this a modified 
group care, but the unifying ele- 
ment is the hospital itself with its 
equipment, personnel and admin- 
istration. Such an institution offers 
an attraction to physicians without 
necessarily demanding any such 
surrender of personal, professional, 
of financial independence as is re- 
quired by the group medical prac- 
tice. The hospital supplements 
rather than restricts his individual 
practice. 


Still a Private Physician 

The private physician continues 
to be a private physician per se. He 
does his own work, but has all the 
advantage of group practice. The 
hospital is and should be the 
“health center” of the community 
in the fullest sense. This includes 
preventive medicine, medical edu- 
cation of interns and nurses, dis- 
semination of information to the 
lay public, as well as the care of the 
sick. 

Our hospital found the “staff of- 
fices” something of a financial prob- 
lem in the beginning. As time went 
on, however, patients realized how 
much more efficiently they were 
handled, and that they had all the 
facilities of the hospital at their 


disposal. Many preferred coming : ) 
the hospital instead of the docto , 
office. Today, with the physicia. 
shortage becoming more and mo: 
acute, our staff realizes the value 
of this system. Some members have 
closed their offices, while othe:s 
contemplate doing so. 

“Staff offices” has the advantave 
of running through large numbers 
of patients, the same as the ou- 
patient department, but it is ¢ec- 
signed for those patients who are 
not medically indigent. The hos- 
pital makes no charge for space 
used. In fact, it furnishes all the - 
necessary nursing personnel. 


Facilities Used More 


The hospital benefits very ma- 
terially by the fact that existing fa- 
cilities are being put to a fuller 
use. Ordinarily an x-ray machine is 
used for only a fraction of the time 
during the day. If that machine 
could be operated continuously it 
would be much more of an asset to 
the owner. The same is true of the 
laboratory and other departments. 
It takes little more time to do two 
laboratory procedures than it does 
one. A technician can run 50 Kahn 
tests almost as fast as she can run 
25. “Staff offices” appears to be the 
answer to one of the problems fac- 
ing us in furnishing medical care 
to our communities. 

In summary, we recognize that it 
is necessary to do everything pos- 
sible to conserve the health of the 
forgotten man of the medical pro- 
fession who is fighting on the home 
front to keep 120,000,000 people in 
this country healthy. We should 
consider all angles before break- 
ing down well established pro- 
cedures and precedents as far as the 
outpatient department is con- 
cerned. 

The outpatient department has 
been developed through many years 
of trial and error; and altogether 
it is my feeling that we have recti- 
fied the major errors as they have 
occurred. Would it not be probable 
that we might interject some more 
undesirable features into it, were 
we to try and revise the department 
at this time? 
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BETTER 
TEAMWORK & One Beneficial Product of War 


EMBERS Of the medical profes- 
M sion who are not in the armed 
forces have had to meet five main 
demands as an outcome of the war. 
These are: 


1. A greatly increased amount of 
hospital work resulting from a di- 
minished hospital staff— 


2. A larger number of patients 
in their homes or offices again be- 
cause of a smaller group of prac- 
ticing doctors— 


3. Defense activities, involving 
the formation of evacuation cen- 
ters, casualty centers, and the like— 


4. War research projects dele- 
gated to the medical profession as 
well as those voluntarily under- 
taken— 

5. Physical examinations of the 
ever-growing number of recruits. 


It is to the credit of our profes- 
sion that each of these demands has 
been met in a most adequate way, 
judging from the published reports 
of hospitals throughout the coun- 
try, and from statements in medical 
as well as lay publications. I have 
observed that medical men, both 
young and old, have been eager not 
only to meet these extra demands 
on their time and energy, but to 
find other ways in which to bolster 
our national war effort. 


In the execution of these five war- 
time activities or demands, the first, 
care of the patients admitted to 
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A DISCUSSION 
CONSERVING THE 
MEDICAL STAFF 


PART IV 


DEPARTMENT OF OBSTETRICS AND GYNECOLOGY, CORNELL 


UNIVERSITY AND THE NEW YORK HOSPITAL 


our hospitals, has presented the 
greatest difficulties. It is my opin- 
ion, after having visited many for- 
eign hospitals, ‘that the work in 
American hospitals is second to 
none. It has been the purpose of 
hospital staffs to maintain during 
the present emergency these very 
high standards of patient care and 
treatment. To accomplish this with 
a greatly depleted staff and in many 
instance, as in the New York Lying- 
In Hospital, with a much larger 
number of inpatients, it has been 
necessary to reorganize professional 
work within the hospital. In the 
case of our hospital this reorgani- 
zation has involved, among others, 
the following changes: 


1. The combination of certain 
outpatient department clinics into 
one. Instead of having an initial 
medical as well as surgical clinic, 
we now have a combined primary 
clinic, staffed by both physicians 
and surgeons. This is only one ex- 
ample of such combinations of clin- 
ics, as this principle may also be 
applied to such clinics as thyroid, 
gastrointestinal and others. 


2. The elimination of many spe- 
cial clinics, such as endocrine, ster- 
ility and cystoscopic. The functions 
have been absorbed by the larger 
parent clinics, such as general medi- 
cine, gynecology and urology. 


3. The climination of great 
amounts of laboratory work and 
other procedures not absolutely es- 
sential to the well-being of the pa- 
tient. This, of course, would apply 
more particularly to the teaching 
university hospitals, but even in the 
others a certain amount can be 
accomplished in this direction. It 
has become necessary, then, for all 
of us to reorganize, within a rela- 
tively short period of time, the pro- 
fessional work of the hospitals on 
a scheme embodying only the bare 
essentials of patient care. 


4. The sacrificing of certain por- 
tions of the patients’ records or 
histories. 

5. Revision of operating room 
schedules to attain a greater num- 
ber of operations per operating 
room each day. This, of course, 
would signify not only a greater 
number of operations per room, but 
also (and this is more important) 
a greater number of operations per- 
formed by the same professional 
group. To this revision of operating 
room schedules may be added revi- 
sion of other schedules, such as 
ward rounds and conferences, to fit 
in more accurately and snugly with 
the work of other departments. 


6. The utilization of senior, older 
and even retired doctors in the su- 
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pervision of wards and outpatient 
department clinics. 


These six somewhat radical 
changes are by no means all that 
constitute the reorganization of the 
professional work of the hospital, 
but will serve to indicate the trend 
and scope of such revision of our 
traditional hospital routine. I have 
cited these examples in order to 


show that the nature of this reor- - 


ganization, necessitated by the war 
conditions, is such that complete 
and unselfish cooperation between 
the administrative, the medical, and 
the nursing staffs must be achieved 
to care for the sick in our hospitals 
with staffs depleted to 70 or 60— 
even in some cases 50 per cent of 
normal. 


One Benefit from War 


It appears to be a historical truth 
that some good always comes out 
of such a crisis as we are now wit- 
nessing. However catastrophic the 
present upheaval has been, I believe 
the medical and nursing professions 
will emerge wiser and better pre- 
pared for the future. Necessity has 
shown us the solution of some of 
our old, prewar problems. To cite 
one example, the referring and 
transferring of patients from one 
outpatient department clinic to 
another and back again, with its 
attendant loss of time to the patient 
and doctor and increased cost to 
the institution, has been a common 
problem, certainly in all of our 
larger hospitals. 


It is not uncommon to observe 
the practice of one department or 
clinic attempting to “pass off’ a 
patient with a chronic ailment or 
with obscure symptomatology to 
another department or clinic. 

With the reorganization of out- 
patient department clinics and a 
closer knitting together of all such 
clinics and departments, we have 
been all but forced to treat the 
patient more as a whole rather than 
as a segmented individual who may 
belong in one of a dozen different 
special clinics. 

In the New York Lying-In Hos- 
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pital the medical man and the ob- 
stetrician now see the pregnant 
woman with heart disease in the 
same clinic and at the same time. 
This conserves the time of the car- 
diologist, the obstetrician, the pa- 
tient, the nursing staff, the clinic 
aides and the admitting staff—and 
saves the hospital money. 


The above holds true for all pa- 
tients with a major complaint or 
condition which must be taken care 
of in one department, division or 
clinic and with a second condition 
or complication falling outside the 
scope of the first department or 
clinic. 

We, within the medical profes- 
sion, have learned to depend more 
upon one another; and this, I be- 
lieve, has drawn us more closely 
together. Professional jealousy, 
sometimes so apparent in the larger 
medical centers, but, unfortunately, 
not limited just to these, is bound 
to recede before the light of closer 
knowledge of and greater depend- 
ence upon one another. Further- 
more, destructive criticism is too 
often based upon ignorance of a 
person or situation under fire. 


‘ 


Problems of Peace 


The period following upon the 
heels of victory and peace will also 
be a difficult one for our profes- 
sion and our hospitals. Thousands 
of doctors, now no longer in the 
twenties and thirties, will have to 
restart their practices. Many will 
need further hospital training be- 
fore doing so. There will be a large 
number of discharged doctors who 
have had only one year or less of 
hospital training and so will need 
further hospital work. 


This will be true particularly for 
those who wish to specialize and 
will want to pass American Board 
examinations for their particular 
branch of medicine. We, both ad- 
ministrative and professional who 
are charged with the conduct of our 
hospitals, must be prepared for this 
task that will be entrusted to us. 


Prewar requisites and schedules 
regarding house-staff training will 











have to be radically revised. WI it 
type of internship, assistant 1 .i- 
dency and residency can we 0! er 
the young and even older doct«:is 
returning from the war? Postgric<- 
uate and refresher courses, con! -r- 
ences and postgraduate assembi ies 
will have to be utilized. 


Must Plan Now 


Postgraduate courses given cach 
year by many teaching hospitals xnd 
medical societies and groups will 
probably be greatly extended dur- 
ing the postwar period. It is of 
importance that we plan now to 
avoid the confusion attendant on 
an overwhelming demand for house 
staff positions and _ postgraduate 
courses. 


The medical profession has met 
the demands of war; it can and will 
meet those of the postwar era. 


I am a firm believer in coopera- 
tion, in contrast to “isolationism” 
as applied to those charged with 
care of the sick. To solve our many 
problems it is essential that hospital 
staffs—administrative, medical and 
nursing—work hand in hand. 


It is my conviction that in a med- 
ical board of any well conducted 
hospital there should be repre- 
sented not only the medical staff, 
but also the administrative and 
nursing departments. Furthermore, 
policies and activities of the admin- 
istration of the hospital should be 
in complete harmony with ideas 
and purposes of the professional 
staff. The medical staff should take 
an active interest in the nursing 
department being represented in 
its councils. This is a departure 
from the accustomed practice of 
many hospitals which, in my opin- 
ion, has impeded progress in each 
of these three major divisions, ad- 
ministrative, medical and nursing. 


In the New York Hospital we 
have attempted to follow closely the 
plan outlined above, and I am con- 
vinced it is the only proper solu- 
tion for some of our most difficult 
problems. 
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Twelve- Year Report on a 


DENTAL CLINIC 


Rhode Island Hospital Has Served 26,000 Children Since 1931 


n the fall of 1923, the late Col. 
| Joseph Samuels’ attention was 
called to the fact that in Cranston, 
R. I, where he was then living, 
there were at least 6000 children 
needing dental service. ‘Their par- 
ents could not afford to pay the 
fees of a private practitioner. He 
therefore donated the necessary 
funds to purchase dental equip- 
ment to be installed in the John 
W. Horton School. 

He was so pleased with its suc- 
cess that the following year he again 
furnished the funds for similar 
equipment to be installed in the 
Valentine Almy School which was 
then in process of construction. In 
the deed of gift only one provision 
was made: If the clinic should cease 
to be operated, equipment would 
revert to the donor. 

During this period Colonel Sam- 
uels was given the report of the 
Forsyth Dental Infirmary for chil- 
dren in Boston. Later on he visited 
this infirmary and was so profound- 
ly impressed that on his return to 
Providence he asked what the cost 
of such a clinic (to be erected in 
Providence) would be and where it 
could be located. 


He was advised that it would cost 
approximately one million dollars 
and that it should be given to the 
Rhode Island Hospital. At that 
time he expressed the great pleas- 
ure aiid satisfaction he had derived 
from ‘he hundreds of letters writ- 
ten to him by the Cranston chil- 
dren ‘onveying their thanks. 


No doubt his visit to the Forsyth 
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Infirmary (the first clinic of its kind 
in the world) confirmed his desire 
to have a similar one in Providence, 
for in 1930 he offered the Rhode 
Island Hospital $300,000 to build 
and equip a clinic to be named The 
Joseph Samuels Dental Clinic of 
the Rhode Island Hospital. Fur- 
thermore, he pledged its endow- 
ment and maintenance. 


Committee Named 


The trustees accepted the gift 
and a committee was made up of 
an architect, the superintendent, 
and two dentists. Several plans were 
drawn and finally the trustees ac- 
cepted the plan that was exhibited 
in the superintendent’s office which 
members of the dental staff of the 
hospital were invited to inspect. 


Construction was started April 
1930. It was dedicated in the after- 
noon of March 18, 1931, and 
opened March 23. 


The clinic is constructed of brick 
with cement trimmings and is built 
in the shape of a recumbent letter 
T. The front of the building which 
corresponds to the top of the letter 
is two and one-half stories with a 
windowed basement. The shank of 
the T extending backward 46 feet 
is devoted to a treatment room. 
Fifteen steps lead up to the main 
entrance, thence into a lobby. 


Opening out of the lobby is a di- 
rector’s room, clerk’s office, record 
room, social service room and the 


main waiting room. This room is 
decorated with panels simulating a 
park. The walls and ceilings are 
water colors of walks, trees, birds, 
clouds and sky while brick walls, 
white gates and a fountain decorate 
the lower part to the floor. These 
beautiful panels were created by 
William Bridgham and_ Frank 
Mathewson, well known artists. 


From this room the child passes 
by the control desk and into a cor- 
ridor which leads into two smaller 
rooms; one for examination, and 
the other for diagnosis and x-rays. 
Continuing from this corridor there 
is a large room 40x 40x40 with 
walls of windows, wherein are 12 
dental chairs, children’s size, units 
and cabinets for instruments. Pro- 
vision has been made for 12 addi- 
tional chairs and units. 


Room to Expand 

Also the back of the building can 
be extended in case of expansion. 
In the center there is a booth where 
supplies are kept and instruments 
are sterilized. All supplies that are 
in the booth are kept on a directory 
thus showing their location. A stair- 
way leads from the main corridor 
upstairs to the exodontia and or- 
thodontia departments. Another 
stairway leads down to rooms in 
the basement which will be de- 
scribed later. 


The second floor contains a room 
for orthodontic treatments, a de- 
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veloping room, plaster room, and 
clinical laboratory. Also two toilet 
rooms, a waiting room, three ex- 
odontia rooms, a sterilizing room 
and a rest room. The latter has six 
basins of varying heights for ex- 
pectorating, for patients who have 
had exodontia treatments. There 
is also a check room and stairs lead- 
ing out of doors. 


The Basement 

In the basement are rest rooms 
for the women and men of the 
staff, a kitchen, photographic room, 
check room, and a supply room. 
Leading from this corridor into a 
large room under the treatment 
room, is a hall for lectures equipped 
with lantern slide facilities and a 
projection booth. From this base- 
ment is a tunnel 12 feet long lead- 
ing to the outpatient department 
of the main hospital. 

Prevailing colors throughout the 
building are cream and gray with 
gold trimmings. 

The paid staff consists of a di- 
rector, dentists, a registered nurse 
as an anesthetist, clerks, social serv- 
ice clerk, maids and a janitor. The 
clinic has a volunteer dental staff 
and the orthodontia department is 
operated exclusively by volunteer 
orthodontists. Furthermore, it has 
the benefit of the advice of a na- 
tionally known palate prosthodon- 
tist. 

Children under thirteen years of 
age (this refers to the biological, 
not the chronological age) are ad- 
mitted by the social service clerk 
whose duty it is to admit the chil- 
dren of those parents who are un- 
able to pay a private practitioner’s 
fee. 


Complete Records 

Records show the names of par- 
ents, their nationality, color, num- 
ber of children in the family, salary 
or wages, sex and religion. Infor- 
mation is obtained concerning the 
history of any diseases the child 
may have had, which might have 
a bearing on general health. A 
special note is attached to the rec- 
ord if he has had heart disease, 
tuberculosis, scarlet fever, bron- 
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Wearing their white caps (to prevent the spread of diseases of the scalp) 






these children are shown the memorial tablet to Joseph Samuels, "philan- 
thropist, lover of children, patron of dentistry." 


chitis, pneumonia, St. Vitus ‘Dance, 
syphilis, kidney disease, hemophilia 
or head injury. 


Fees are Small 

An entrance fee of 25 cents is re- 
quired for the first visit and there- 
after 10 cents for each additional 
visit; for nitrous oxide 50 cents, 
and the same for primary ether, 
and 10 cents for novocaine. Or- 
thodontic cases are a minimum of 
$50 yearly, payable in installments. 

All children are brought to the 
clinic by a parent or guardian, ex- 
cept those from charitable institu- 
tions. These are accompanied by 
an attendant. Notices are mailed 
every six months to recall patients. 
One of our problems is control of 
balanced attendance. Those from 
institutions and homes are brought 
regularly in groups and can be 
counted on, but parents either for- 
get, or bad weather interferes with 
transportation, or they don’t bother 
to keep appointments so long as the 








child is not suffering. In order to 
control this irregularity, 20 per cent 
more children are registered than 
could normally be treated. In spite 
of all precautions, however, there 
is an occasional overcrowding and 
always emergencies that cannot be 
anticipated. This is particularly 
true during school vacations when 
school clinics are closed. No chil- 
dren are excluded if there is a real 
inability to pay. 


Fear Minimized 

Most all exodontia is done with 
nitrous oxide anesthesia, for then 
the child is not subjected to the 
sight of the hypo needle or forceps, 
all of which accentuate fear even 
though the operation is painless. 
While under nitrous oxide their 
only apprehension is sitting in the 
chair and the momentary fear of 
the nose inhaler. The exodontia 
department is in charge of a regis: 
tered nurse detailed from the oper- 
ating room of the hospital. ‘Thus 
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the dental interns obtain, under 
skilled supervision, experience in 
giving nitrous oxide and maintain- 
ing anesthesia. 

Suspected hemophiliacs are given 
a clotting and bleeding time test. 
This serves to give interns prac- 
tical experience in doing these tests. 
Previous to all treatments, white 
caps are placed on children’s heads 
to prevent transfering of any scalp 
diseases. 


An Exanination Room 

Children are examined in a spe- 
cial small room. On a chart the 
deciduous teeth are lettered and 
permanent teeth are numbered be- 
ginning at the right side of the 
upper jaw. At this first examina- 
tion, all cavities found are marked 
in red. After the first visit examina- 
tion, all cavities found are marked 
in blue. 

Also noted is the condition of the 
tonsils and mucous membrane, and 
any history of general diseases. 
Each tooth that is operated on is 
circled and the work chart, with 
the date in it, tells the amount of 
work accomplished, with the den- 
tist’s signature attached. 

In the record room is an en- 
velope which has annotated on the 
back the record of appointments 
containing the original examina- 
tion card. As each child returns to 
the clinic, he is given his original 
chart with a blank operating record 
card to be filled out by his operator. 


Care With Anesthesia 


The cards of all children who 
have a history of heart, lung, or 
kidney disease, scarlet fever, St. 
Vitus dance, syphilis, hemophilia, 
or any suggestions of general dis- 
ability are sent immediately to the 
pediatric clinic of the outpatient 
department to ascertain the type 
of general anesthesia which can be 
used before any extraction is done. 
All children whose tonsils appear 
enlarged are referred to the out- 
patient department. 

in the chief clerk’s office a per- 
peiual inventory is kept in a loose 
leai ledger. Indexed is the date, 
plece and amount of purchases. In 
the supply room there is a large 
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safe with 48 drawers to hold small 
instruments. In the perpetual in- 
ventory book the drawers are num- 
bered with their contents. 


As the instruments are taken out, 
there is credit indicating the num- 
ber taken. Before buying new sup- 
plies, prices are obtained from 
various dealers and a requisition is 
sent to the superintendent’s office. 
Upon receipt of these goods a yel- 
low slip is signed stating they are 
in good order. This slip is returned 
to the comptroller’s office and the 
bills are paid. 


Due to war conditions it has been 
difficult to obtain new dentists 


every year and impossible to keep 
hygienists, as they are able to earn 
higher wages in private offices. 


Tunnel Connection 


Close contact with all services of 
the outpatient department is avail- 
able through a tunnel where all 
types of medical and surgical as- 
sistance is available. 


The clinic operates daily from 
9 a.m. to 5 p.m., except Saturday 
afternoons, Sundays and all gen- 
eral holidays. 


Entering classes from the Train- 
ing School for Nurses are brought 
to the clinic in groups for instruc- 
tion in mouth hygiene and to ob- 
serve the operation of the clinic. 


The Rhode Island State Dental 
Society and the Providence Dental 
Society have held meetings in the 


hall. The Rhode Island State Board 
of Registration in Dentistry hold 
examinations in operative dentistry. 


The Record 


From its opening March 23, 1931, 
to March 31, 1943, the following 
is a summary of attendance and 
work accomplished. 


Patients admitted 

Visits made 

Amount of work done 

Average number of visits per 
day 

Average amount of work done 


During these years, 134 children 
have had orthodontic treatment 
completed, with 51 still under 
treatment. Three cases of palate 
prosthodontia have been completed 
which means all fillings, ortho- 
dontic treatment and the insertion 
of speech-correction appliances. 


The statistics mentioned above 
includes amalgam, and cement fill- 
ings, x-rays, exodontia, prophylaxis, 
removal of frenum, pulpotomy, 
root canal treatments and fillings, 
and construction of crowns for per- 
manent anterior teeth broken off. 


Colonel Samuels died February 
12, 1939, and his will provided an 
additional $250,000. His daughter, 
Mrs. L. Smith Campbell, has con- 
tributed $10,000 per year. 


Due to war conditions and lim- 
ited funds available, the clinic is 
not operating to its full capacity. 
Up to the present time a deficit has 
been avoided. 


The large operating room with walls of windows, and with twelve child-size 
chairs with room for twelve more if and when they are needed. 








THE EXTRA VALUE OF VOLUNTEERS 


IN A PUBLIC RELATIONS PROGRAM 


HE broadcast greeting of King 
lise: VI to his empire after 
his coronation contained these 
words: “The highest of distinctions 
is service to others.” 

In this stress of war emergency, 
who could have been better chosen 
to uphold the dignity and high ob- 
jectives of the voluntary hospital 
system than volunteers themselves. 
Perhaps, as the title suggests, there 
is a definite correlation in hospitals 
between volunteers and public rela- 
tions, for voluntary service and vol- 
untary enterprise are synonymous. 
And the same principle holds in 
public enterprise. 

Recently it was my privilege to 
hear an address by Madame Chiang 
Kai Shek. One part of her remarks 
interested me _ particularly. Her 
statement was, in effect, that the 
knowledge and discipline of today 
is built upon the heritages of yes- 
terday in order to plan intelligently 
for tomorrow. 

Can any statement be more fit- 
ting when applied to hospitals in 
this emergency? Is not the spirit 
which prompts and motivates these 
volunteers today, reaching back as 
it does to former traditions of yes- 
terday, paving the way for the per- 
petuation of hospital service to- 
morrow? 

The war has made tremendous 
changes in social institutions. Pat- 
terns are altered daily to meet exist- 
ing needs. Such is inevitable, for 
health service is so vital to the total 
war effort. How many of these 
changes will remain after peace is 
conjecture. 





Presented at the American Hospital Associa- 
tion’s second war conference, Buffalo, 1943. 
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Yet, it is significant that the pro- 
grams which follow this peace will 
conform in a larger measure to 
what the thinking public is now 
discussing in terms of postwar plan- 
ning. This is especially true in an 
ever changing social order. How 
these plans develop, who shall be 
charged with the responsibility of 
leadership and “followship” is the 
objective of public relations. 

Public opinion regulates com- 
munity thinking and action and 
how the story is told and accepted 
is the method of public relations. 
Boiled down to its essence, public 
relations is the community’s good 
will towards its hospitals. It is the 
public’s concept of hospital care 
and its attitude towards the service 
the hospitals render. 


Beyond Expectations 

Who, by the wildest imagina- 
tion, could have foreseen the pres- 
ent canvas of hospital organization? 
Who could have conceived an in- 
stitutional roster of hundreds of 
volunteers with the wives of the 
professional staffs assigned to the 
kitchens and ward services, trustees 
as orderlies, ministers as ambulance 
drivers and, as one observer put it, 
hundreds of persons doing hun- 
dreds of chores they would have 
never dreamed of doing in their 
own homes and, with so much more 
sympathetic and harmonious un- 
derstanding on the part of all par- 
ties concerned? 


The case of the volunteers has 
been tried and judged unanimously 





in their favor. Everyone admits it 
has done something, something per- 
manent to the community the 
hospital, the patients, and the vol- 
unteers themselves. 

It was Shakespeare who said: “It 
is an ill winde that bloweth no man 
good.” It is like the man who 
looked back upon his serious illness 
as the most objective experience he 
ever had. Why? Because he knew 
where he stood with his friends, his 
community and I suppose his soul. 
The experience now going on in 
hospitals should be a godsend to 
every administrator and every vol- 
unteer and, by that, every hospital 
and every community. 

It has given every hospital an 
opportunity to appraise and eval- 
uate its public’s approbation on the 
part of many and disapproval on 
the part of a few. It is time to take 
stock. Business management has 
been geared to stores’ inventories 
and financial audits and now em- 
phasis can concentrate upon per- 
sonal inventories and human au- 
dits. That is an ideal personal 
relations. 

First, why is it necessary to have 
a public relations program? In 
business it is a matter of producing 
what the public wants; often it is 
necessary to modify public opinion 
in order to meet existing social 
changes. 

Mere mention of the instruments 
to effect these objectives will suf 
fice. Press releases, articles, lectures, 
pamphlets, public addresses, adver- 
tisements, radio, moving pictures, 
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displays, house organs—all are ve- 
hicles to educate the individual and 
the group. These media are em- 
ployed, as the group action is more 
effective than the individual action. 

If such is the case for business 
and industry, is not the same ap- 
proach necessary for hospitals, the 
nation’s sixth largest business? 

Planned public relations in hos- 
pitals originated wholly for the pur- 
pose of collecting funds. Operating 
deficits were met by means of an- 
nual public efforts; capital funds 
through a more extended commun- 
ity endeavor. Yet it was always the 
same volunteers who responded to 
“carry the torch!” 


Wrong Kind of Support 

Campaigns succeeded or failed 
according to public interest in each 
particular charitable venture. It 
was realized then that public sup- 
port revolved upon a series of pre- 
vious hospital experiences and that 
individual reactions to a stimulus 
(especially an emotional one) was 
not a matter of the kind and type 
of organization responsible for the 
service, but the actual service itself. 
Here all the smugness, all the in- 
sufficiencies rose to the surface and 
hospital authorities began to realize 
that something had to be done 
about it. 

And then times changed. Hos- 
pitals emerged from the rubber 
plant era. With World War I, a 
new concept was developed. Stand- 
ards of performance were raised. 
Hospitals joined forces leading to 
joint enterprise. Methods were 
evolved to evaluate performance. 
Hospitals, with few exceptions, 
found it necessary to broaden the 
base of these contributions which 
required a shift in emphasis. 

In time, community financing on 
a large scale developed. Then again 
it became a public relations effort 
with a vengeance. These programs 
brought the public a little closer 
to hospitals but the community, as 
as a whole, was still “outside the 
pale.” 

Even a decade ago, who could 
have foreseen the possibilities of 
the Blue Cross movements? Bar- 
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ring their sociological significance, 
what they have done to dramatize, 
to humanize, hospital service would 
alone justify their existence. If 
nothing more, these plans brought 
about prepaid “customers” who are 
not interested in administrative in- 
efficiencies because of the charitable 
status of the enterprise. 

Public consciousness towards hos- 
pitals today is aroused through 
facts, plain unadulterated facts. 
Opening hearts and purses through 
emotion without facts projects the 
thinking of yesteryear. That is pull- 
ing up hospitals by their boot 
straps. 

Let us strive for a permanent 
spontaneous effort on the part of 
every attache to think in terms of 
individual service. This means every 
admission, every ambulance call, 
every emergency, every telephone 
call—press relations, vendors, rela- 
tives and friends. The public will 
appreciate that the hospital and 
those persons employed in it are 
an integral part of the community 
and deserve their support. 


New Interest 

This leads me _ specifically to 
the present assignment. How will 
the large body of war volunteers 
affect public relations? Just the 
mere fact of their existence is the 
finest kind of public relations. Be- 
fore the war many of these persons 
were associated with the hospital 
because it was the social thing to 
do. Now it is the sociological thing 
to do. Before, their association 
showed interest, but now it is posi- 
tive, personal interest. 

In the past, Tuesday afternoon 
became a social obligation. Now 
Tuesday. afternoon means kitchen 
police, and washing patients, and 
carrying soiled linen, and running 
elevators. It means rubbing shoul- 
ders with patients and employees 
of entirely different cultural and 
educational backgrounds; and vol- 
unteers, patients and employees 
love it. 

Is the same not true on the part 
of society as a whole because of war 
emergencies? In times of war, one 
becomes especially conscious of 


good and bad service. It is the atti- 
tude towards this service which 
determines permanent reactions. 
Existing rules and regulations need 
modification, and it is a human 
frailty to resent change and dicta- 
tion. 


Ideal Spokesmen 

Who could be better fitted to 
speak for the hospital than this 
group of sincere, cultured men and 
women who, because of their own 
experiences and personal adjust- 
ments, can speak authoritively yet 
understandingly in discharging 
their assigned duties. Is not their 
general appearance and personality 
a “go sign” in itself? Have not some 
of us in the past been guilty of 
assuming a. somewhat highly effic- 
ient professional attitude, particu- 
larly in the interpretation of our 
rules and regulations? 

Being monosyllabic may savor of 
robot efficiency, but it is mighty 
negative public relations. It is a 
mistake to “sell-out” human rela- 
tions ‘to business or professional 
efficiency. 

A sound public relations program 
is one which is capable of evalua- 
tion. Its first criterion is its ethical 
approach. Its second is its accuracy, 
then influence and emotional re- 
sponse. Reactions to hospital service 
should sense the pulse of public re- 
lations, for hospitals are the public. 
Who could be in a better position 
to sense these reactions than volun- 
teers who have no axe to grind? 

If the ultimate of good hospital 
service is a satisfied patient, what is 
the patient’s attitude to volunteers? 
Conversely, if volunteers through 
the instrument of the hospital rep- 
resent in large part the thinking 
public, what is their attitude to- 
wards the hospital? 

May I suggest for those who have 
not checked these reactions that 
time be taken to interview and 
record such responses. This is the 
basis of an effective public relations 
program. 


Measure of Success 


The success of present-day volun- 
teer service is due to the manner 
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in which each activity developed in 
its recruitment selection, training 
and supervision. The importance of 
executive direction was recognized 
and departmental control accepted. 
There were many skeptics, but the 
results have justified the means. 

The success of the service of the 
volunteers is measured by what the 
volunteers have gotten out of it. 
Again, ask the volunteers. Their re- 
sponse will be a thrilling public 
relations experience. 

Is the president of the local wom- 
an’s club a more effective leader 
and citizen because of the experi- 
ence of putting her personal home 
obligations second and spending 
her leisure time in close relations 
to the patient or the hospital vis- 
itor? 

Is the man a better minister be- 
cause he offers his services as a 
night ambulance chauffeur or 
wheels a patient to an operating 
room? Is the wife of a physician 
a better wife if she puts in eight 
hours a week at a patient’s bedside 
giving postoperative care? Or is a 
sociologist a better teacher for the 
same experience? Is a banker or 
lawyer able to sense the community 
better through his efforts on an ele- 
vator, or delivering supplies, or 
whatnot? 

And what of the patient? Does 
he not through this personal ser- 
vice sense an awareness of the 
broader socialized structures of the 
community? 


The Children 

How have the children fared 
through volunteers and public re- 
lations? A decade is a short period 
in hospital progress, but within that 
span an eight-year-old becomes a 
prospective student nurse and a 
teen-age high school adolescent 
emerges into adulthood. 

Let us think of volunteers, chil- 
dren and public relations as going 
hand in hand. How effectively are 
public relations fostered through 
mutual effort between the hospital 
and school programs! The High 
School Victory Corps is an excellent 
example. 

Who would question the ethics 
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of employing volunteers? Ethics de- 
fined is the science of moral duty 
and ideals of human character. 
Told who the volunteers are, how 
and why they serve, and the meth- 
ods of selection, no community 
could express any but favorable 
public opinion to them. 

What of the future? May I sug- 
gest that a set of principles for plan- 
ning public relations be formulated 
in writing for distribution. Let us 
define aims and objectives of com- 
munity relations, then publicize 
them to the fullest. Don’t let us 
be ashamed of them, apologize for 
charitable motives, but differentiate 
definitely between human relations 
and good business methods. 

The present volunteer program 
is one of the best opportunities pos- 
sible to iron out the wrinkles of 
community misunderstanding. Why 
not submit problems to them and 
request their counsel, thus helping 
them to understand the hospital 
viewpoint? Why not hold sessions 
with department heads and chiefs 
of individual volunteer services, and 
with various volunteer groups, per- 
mitting real spontaneous discussion 
of whys and wherefores? Why not 
publicize these discussions? 

Is the voluntary hospital today 
at the crossroads? Ask the volun- 


teers. The hospital means some- 
thing different today. Tuesday 2f- 
ternoon is so much more significa it 
now; it is vital, objective, wort'- 
while. There is only one kind of 
hospital service and, as such, it pe r- 
mits no compromise. 


No, this war has emphasized to 
the public that hospitals are main- 
tained in the spirit of public wel- 
fare. In order to survive the present 
crisis, it has turned the hospital 
back to the same people by whom 
it was originally created and for 
whom it now exists. 


In my opinion, when the war 
ceases, and the jobs now occupied 
by volunteers can revert back to 
the employee, the importance of 
his job will be better understood 
than ever before. Volunteers want 
nothing for their service other than 
the satisfaction of a job well done. 
As they were ready to accept the 
task yesterday, so they will relin- 
quish it tomorrow. 


As Oliver Cromwell said two days 
before his death, “I would be will- 
ing to live to be further serviceable 
to God and His people—but my 
work is done.” 

So in the case of volunteers; the 


spirit which prompted their service 
will remain. 





NEW TRUSTEE 


For twenty years Mrs. Josie M. 
Roberts has been associated with the 
Methodist Hospital of Houston, Tex. 
She was business manager for eight 
years and has been superintendent 
for the last twelve. 

Mrs Roberts is not only a former 
first vice-president of the American 
Hospital Association, but has long 
been a leader in the Texas Hospital 
Association. She is a past president 
and past treasurer of the Texas asso- 
ciation and is now a trustee. 

She was one of the first Texas 
women to be accepted as a fellow by 


the American College of Hospital 


Administrators. She is a trustee of 
Group Hospital Service, Inc., of the 
American Protestant Hospital Asso- 
ciation and of Pilot International. 
She is a past president of the Houston 
Pilot Club. 

At the second war conference in 
Buffalo, Mrs. Roberts was chosen a 


trustee of the American Hospital As- 
sociation to fill out the unexpired 
term of the late J. H. Groseclose. 
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INTERN AND RESIDENT 
SHORTAGE IN CANADA 


HE present intern situation in 
¢ pees is very much upset and 
the residency situation even more 
so. At that, however, thanks to the 
arrangements made with the medi- 
cal directors of the three military 
services, the situation is not nearly 
as bad as it was at a comparable 
stage in the last war. 

For some time now the medical 
colleges have been speeding up 
their courses to graduate three 
classes in approximately two years. 
This has been done by reducing 
the former long summer intervals 
to two or three weeks. The normal 
annual output of some 500 young 
doctors has been increased by this 
measure to an average of about 745. 
As the cycle of graduating dates is 
now arranged, some 540 graduate 
one year and gs5o the following 
year. 

Our medical students who volun- 
teer, or are in the “callable” age, 
and are physically acceptable are in 
uniform for the final twenty-four 
months of their course. This means 
that approximately 55 per cent are 
in uniform on graduation. 

In fairness to these recent gradu- 
ates and to the enlisted men and 
women under their future care, it 
was agreed by the Canadian Medi- 
cal Procurement and Assignment 
Board, on which the medical direc- 
tors for the Royal Canadian Navy, 
the Royal Canadian Army Medical 
Corps and the Royal Canadian Air 
Force have seats, that these gradu- 
atcs should have an eight months’ 
internship before undertaking mili- 
tary duties. 

The hospitals were requested to 
ac just their schedules to correspond 
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with the schedules of the medical 
colleges; this they have done. All 
recent graduates, men and women, 
who are enlisted must take this 
eight months’ internship. 

The result has been that approxi- 
mately the same number of junior 
interns as in the past are available 
to the hospital field at any given 
time. Actually the number is prob- 
ably increased, as many young doc- 
tors in the past took their intern- 
ships in the United States and now 
exit permits for this purpose are 
not available. Schedules are more 
condensed, however, on the new 
arrangement and the interns either 
move from service to service more 
rapidly or, in some cases, miss cer- 
tain services. 


Bridge the Gap 

Civilian interns naturally con- 
form to the same schedule of 
changes, although sometimes spe- 
cial schedules of longer duration 
can be arranged. During periods 
of change or when the licensing 
body examinations (Medical Coun- 
cil of Canada) are being held, these 
civilian interns help to bridge the 
gap which frequently opens up de- 
spite efforts to prevent such hap- 
pening. 

For some years the list of hospi- 
tals approved by the Canadian 
Medical Association has been rec- 
ognized as on a basis of parity by 
the American Medical Association. 
On this understanding the Na- 
tional Board of Medical Examiners 
(U.S.A.) has given credit for the 


required year of internship if such 
has been taken in a Canadian hos- 
pital approved for internship. As 
a result many interns, both Ameri- 
can and Canadian, intending to 
practice later in the United States 
have taken their internship in 
Canada. 


What will be the effect of the 
eight months’ internship on this 
arrangement? Preliminary corre- 
spondence has taken place with the 
National Board of Medical Exam- 
iners. It is hoped that for those in- 
terns desiring to write their Ameri- 
can examinations after the war, 
credit can be obtained for their 
eight months’ internship and credit 
for the remaining four months ob- 
tained, either by recognition of hos- 
pital work in military service or by 
taking four additional months of 
experience in a civilian hospital. 


The obligatory period for intern- 
ship is not extended to cover resi- 
dencies and we do not have in 
Canada the arrangement made in 
the United States with the Army 
and Navy for retaining a reasonable 


number of residents. Therefore 
there is a distinct shortage of seni- 
ors and residents, those remaining 
being largely individuals of lower 
medical category, women and some 
beyond the callable age. 


However, the medical services are 
aware of the need of having avail- 
able more men trained in certain 
specialties and selected and limited 
number of enlisted doctors have 
been .assigned to civilian hospitals 


57 





for specialized training. These med- 
ical officers are given pay and al- 
lowances while taking these courses. 
In addition plans have been de- 
veloped for releasing medical of- 
ficers for short periods of time to 
take courses in hospitals to keep 
them abreast of medical develop- 
ments. 


An Old Problem 


For some years back there has 
been a steadily increasing shortage 
of interns. With a total output of 
not over 500 graduates at any one 
time, there are some 857 internships 
in approved hospitals, plus some 
64 internships in what are called 
“commended” hospitals; namely, 
hospitals meeting all requirements 
but possibly that of size and range 
of services, and therefore given par- 
tial approval only. With (in nor- 
mal times) more Canadian students 
going to the United States for in- 
ternship than vice versa, the situa- 
tion was even more acute than these 
figures would indicate. 

At the present time, with a dearth 
of seniors, there is a tendency for 
the large teaching hospitals to in- 
crease their acceptance of junior 
applicants. This tendency for the 
student to select teaching hospitals 
has been offset somewhat in the 
past by the honoraria offered by 
most of the nonteaching hospitals. 

A recent ruling of the director- 
general of Medical Services (Army), 
however, prevents enlisted interns 
on Army pay accepting an honor- 
arium, thus making it still more 
difficult for any but the largest and 
best organized nonteaching hospi- 
tals to obtain an adequate number 
of interns. 


Rationing Demanded 

As a result a demand has arisen 
for the rationing of interns. The 
reason for such a demand is obvi- 
ous when we see large hospitals 
without even a nucleus of an intern 
staff. However, it is a serious matter 
to assign interns to hospitals other 
than those of their choice and, un- 
der present licensing requirements, 
it is doubtful that such could be 
done. Moreover, it is well known 
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that the experience and instruction 
received varies all too widely among 
hospitals, even though they be on 
the approved list. 

Students from those universities 
with graduate internships and 
wherein choice of hospital is not 
restricted are placed through the 
Canadian Intern Board, a commit- 
tee operated by the Canadian As- 
sociation of Medical Students and 
Interns with the support of the 
Canadian Medical Association and 
the Canadian Hospital Council, 

This board, however, only brings 
together hospitals and interns where 
the choice has been a mutual one 
and does not assign a graduate to 


a hospital where such choice has | 


not been indicated by both parties. 
The board can prevent the former 
chaos which prevailed when the 
confusion of selection and accep- 
tance dragged on for months, but 
it cannot assign a graduate to other 
than one of the hospitals on his 
list of preference. 

One result of this intern short- 
age, noticeable before the war and 
more so at present, has been an in- 
creased impetus to the movement 
to use trained nurses, technicians 


and medical record librarians fcr 
many duties formerly undertake: 
by interns. 


Delegation of Duties 

With the increasing complexii; 
of clinical work, modern scientific 
care of patients cannot be given |, 
the depleted and overworked med:- 
cal staffs without such assistanc«. 
Many medical staffs have defined 
the clinical duties which may he 
assigned to a selected graduate nurse 
—intravenous injections of saline 
and glucose, blood pressure reac- 
ings, Wassermans, and the like. 

The medical licensing body in 
Ontario has outlined those duties 
which a specially trained graduate 
nurse may do, thus meeting the 
legal objection. The medical de- 
partment of the University of To- 
ronto in cooperation with the pro- 
vincial Department of Health has 
given a short course of instruction 
to nurses on certain clinical proce- 
dures. It is quite likely that this 
practice will become more general- 
ly accepted as the permanence of 
the shortage of interns for most hos- 
pitals becomes more widely recog- 
nized. 


DELEGATE-AT-LARGE 


One of the five new delegates-at- 
large of the American Hospital Asso- 
ciation who needs no introduction to 
the membership is Dr. G. Harvey 
Agnew. 


He was Association president in 
1938-39, ten years after joining. In 
the meantime, he had been chairman 
of the Committee on Resolutions, a 
trustee from 1934 to 1939 and a 
member of the Council on Commun- 


ity Relations and Administrative 
Practice in 1933. He is an honorary 
fellow of the American College of 
Hospital Administrators. 


Doctor Agnew has been similarly 
active in both Canadian Medical As- 
sociation, the Canadian Hospital 
Council and a number of provincial 
organizations. Among other things he 
is at present editor of the The Cana- 
dian Hospital. He saw service in the 
First World War after graduation 
from the University of Toronto in 
1918, spent two years as intern and 
resident in Bellevue and Allied (Har- 


lem) Hospital, New York, took post- 
graduate work abroad, practiced med- 
icine for seven years—it is something 
of an understatement to say that he 
brings experience to his post as dele- 
gate-at-large. 
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SOLVENCY OF HOSPITALS DEMANDS 


A MASTER PLAN ON GOVERNMENT'S 
RESPONSIBILITY FOR THE INDIGENT 


HE working relationships among 
- prc hospitals, govern- 
mental hospitals and local units of 
government have been a hobby with 
me for the last eight or nine years, 
since I was first exposed to the Al- 
bany Hospital’s financial difficulties 
in trying to provide care for the 
indigent. 
Our hospital clinics were operat- 


ing at an annual loss of $15,000 to | 


$30,000, depending on the volume 
of work. These losses occurred after 
applying all income, including the 
annual community chest appropria- 
tions, clinic fees, and such, against 
the cost of running the clinics. The 
city and county contributed only 
$1500 per year to the clinics. 

Our annual loss in providing hos- 
pital bed care to all patients, who 
under the welfare laws of New York 
state were the legal and moral re- 
sponsibility of the city and county 
of Albany, ran about $125,000. So 
this was not a mere bookkeeping 
loss but the difference between 
money paid out by the hospital and 
money paid to us by the city and 
county. 


Had our hospital employees been 
paid salaries and wages commensur- 
ate with those paid for work of 
equal and often iess responsibility 
in industry, business or other serv- 
ice organizations, our cost per pa- 
tient day would have been from 
50 to 75 cents higher than our ac- 
tual cost of $6195 per patient day 





, MOTE: Since delivering this paper at the Amer- 
icc Hospital Association's second war conference 
In Zuffalo, Mr. Jones has become vice-president 
co: The Modern Hospital Publishing Company. 
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and our loss would have been pro- 
portionately greater. 


In other words, our employees, in 
many cases receiving wages below a 
minimum decent living standard, 
were contributing heavily to the 
cost of caring for our charity pa- 
tients. I ask this question: “What 
right have a hospital governing 
board a hospital administrator, and 
city and county officials to place 
this wholly unjust tax on hospital 
employees to help pay the cost of 
charity work?” 


Results of Study 


In New York state our Hospital 
Association appointed a_ special 
committee, of which I was chair- 
man, to work with our state Asso- 
ciation of Public Welfare Officials 
and the State Department of Social 
Welfare to explore the problem. 
Following is a quotation from my 
report of October 1939, as carried 
in HOSPITALS, official journal of 
the American Hospital Association: 

“The average cost of eight so- 
called teaching hospitals (connect- 
ed with medical schools) was $7.85 
per patient per day. The highest 
cost in this group was $10.89 and 
the lowest $6.35 per patient day. 
The average cost per patient day 
in the ninety-eight non-teaching 
hospitals reporting was $5.42. The 
high was $7.60 and the low $3.44. 

“As might be supposed, the high- 
er costs were reported from larger 


hospitals maintaining complete in- 
patient and outpatient department 
services, while the lower costs were 
given by the smaller hospitals with- 
out outpatient department or many 
of the special inpatient services. 
Depreciation on equipment and/or 
buildings was not figured in costs 
by many hospitals. 

“If equipment depreciation alone 
were figured in costs by all hospi- 
tals, it is our belief that the aver- 
age costs of all reporting hospitals 
would have been from 20 to 40 
cents per day higher than the aver- 
age of $5.42. 

“Against these costs we find an 
average payment to hospitals from 
public funds of $3.63 with a high 
of $6.50 and a low of $1.80 per 
patient day. The hospital reporting 
this unusually low figure of $1.80 
also receives payments for extras. 
Of the total hospitals reporting we 
find that 48 received payments for 
all or some of their extras as well 
as a flat rate per day. In general, 
the hospitals receiving payments of 
$3.50 per day or less tended to re- 
ceive payments also for extras. 


“We then find an average cost in 
non-teaching hospitals of $5.42 
against average payments from pub- 
lic funds of only $3.63, or an aver- 
age daily loss per patient per day 
of $1.79. This fact alone is enough 
to explain the present financial dif- 
ficulties of most of our voluntary 
hospitals. We must also remember 
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that voluntary hospitals, particular- 
ly the larger ones, give thousands 
of dollars of service to indigents 
other than those in on public per- 
mits.” 

These figures are self explana- 
tory and indicate clearly that vol- 
untary hospitals must secure more 
equitable payments from tax funds 
for the care of indigent patients. 
Since these figures were collected, 
our payments per day from public 
funds in New York State have in- 
creased about 25 per cent. The 
cost per patient day has also in- 
creased, however, so that the hos- 
pitals are still losing large sums in 
their efforts to meet the hospital 
and clinic needs of their various 
communities. 

Let us turn a moment to the city 
or county operated general hospi- 
tals. The Meyer Memorial Hospital 
in Buffalo is a good example. With- 
in the past few months I made a 
hospital survey of Erie and Niagara 
Counties. As part of the survey, I 
studied the Meyer Memorial. Al- 
though it gives an overall cost per 
patient day of about $3.75, a break- 
down of expenditures between their 
chronic, tuberculosis, and general 
acute divisions would show a cost 
of at least $4.50 to $4.75 per day in 
the acute general division. 

Then if the city paid hospital 
employees at the rate employees in 
other city departments are paid the 
hospital costs would be consider- 
ably higher. 

In this connection any thinking 
person must wonder why the pri- 
vate chauffeur for a city’s mayor or 
drivers of police or fire department 
cars should be paid a rate higher 
than a hospital ambulance driver. 
Many such examples can be pointed 
out. This practice just doesn’t make 
sense. For some mysterious reason 
hospitals operated by city or county 
governments are often treated as 
poor and forgotten stepchildren, 
with their employees paid less than 
other municipal workers and their 
budgets cut below the point where 
good hospital service can be given. 
WHY? 

I understand that Erie County 
has at long last raised the rate paid 
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to voluntary hospitals from $3.00 
to $3.75 per day as an all-inclusive 
rate. This is a step in the right 
direction, but far from adequate. 
The $3.75 figure was arrived at be- 
cause it is the alleged cost per day 
in the city-operated hospital. This 
again is an example of an unfair 
situation. 


The Right Basis 


The true cost of operating the 
acute general divisions of the City 
Hospital, including depreciation on 
equipment and buildings, should be 
the basis for figuring what is to be 
paid voluntary hospitals. 

I often wonder how many mem- 
bers read and now recall the report 
of the Joint Committee of the 
American Hospital Association and 
The American Public Welfare Asso- 
ciation as published in the January 
1939 issue of HOSPITALS. The 
committee’s chairman was Michael 
Davis. The report was, and still is, 
the most intelligent document ever 
published on the problem of hos- 
pital care for the indigent. 

Why did the trustees of the 
American Hospital Association ap- 
prove this report and then pidgeon 
hole it? In my opinion the Associa- 
tion should have consistently and 
energetically pursued the course 
suggested by this report. The trus- 
tees could render no greater service 
to hospitals than to secure adoption 
by federal, state, and local govern- 
ments of the fundamental princi- 
ples laid down by its own com- 
mittee. Following is a summary of 
those principles: 

"Policies concerning the use of tax 

funds for nongovernmental hospitals. 

“1. It is recognized that the pro- 
vision of general hospital beds by 
local governments in the larger 
cities is generally insufficient to 
meet the needs for free or low pay 
hospital care; and that in the great 
majority of small cities and towns 
there are no government hospitals 
and these localities must depend on 
voluntary hospitals, in which a 
large investment for building and 
equipment has been made. 

“2. It is recognized that the use 
of tax funds from local governments 


to pay voluntary hospitals for 1 \¢ 
care of the needy is a widespre.id 
and, under some local conditio’'s, 
a reasonable policy. 

“9. It is the unanimous bel ef 
that such payment to hospit ils 
should be on the basis of serv ce 
actually rendered, and that pay- 
ment in a lump sum or subsidy 
basis is undesirable. 

“4. Public welfare officials will 
find it advantageous to deal with 
the hospitals of their community 
jointly. The experience of local 
public officials indicates that this 
can best be accomplished through 
the organization of hospital coun- 
cils within each community or if 
hospital councils are not practic- 
able, public officials may wisely sug- 
gest that the local hospitals consti- 
tute a committee to represent them 
jointly in conferences with public 
authorities. 

“s. Public officials should recog- 
nize that good hospital service is 
increasingly complex and _ costly; 
that a high standard of care of pa- 
tients is important and an ultimate 
economy, and they should appreci- 
ate the close relation of hospital 
service to general medical practice 
and to public health. 

“6. The hospitals on their side 
should recognize the advantages of 
presenting a united front to the 
community concerning their needs; 
of avoiding internal dissension and 
competitive action which would 
lower standards of service. The pub- 
lic-spirited citizens on voluntary 
hospital boards should present their 
case to governmental officials with- 
out a competitive attitude and from 
the point of view of community 
needs. 

“”. Both the public officials and 
the hospitals of each community 
should recognize that the rate of 
payment for service must be ad- 
justed through conference, taking 
into account operating costs and 
other considerations which will vary 
among communities, and that no 
fixed simple formula controlling 
rate of payment can be generally 
applied. 

“8. Voluntary hospitals, through 
hospital councils or otherwise, 
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should cooperate with other com- 
munity forces in an honest effort 
to control future expansion of bed 
capacity beyond community re- 
quirements. Excessive new building 
by individual institutions has not 
infrequently led public officials to 
indicate that any payment to vol- 
untary hospitals would tend to en- 
courage further unnecessary expan- 
sion. 

“g. In seeking payment from pub- 
lic sources, hospitals must recognize 
that the accepted policy today is 
to the effect that public funds 
should be expended through pub- 
lic authorities; that some inspec- 
tion or supervision of accounts, pro- 
cedure for charging, and admission 
of patients must be expected by 
voluntary hospitals when they are 
dealing with governmental units or 
requesting funds from them. 

“10. The utilization of voluntary 
hospitals for the care of indigent 
persons at public expense requires, 
furthermore, encouragement by 
public officials and by the hospitals 
themselves of uniform accounting 
systems and of standards, such as 
those required for the approved list 
of the American College of Sur- 
geons. 

"Hospital standards: Principles for the 

determination of standards which 

public authorities should apply for the 
admission of local nongovernmental 
hospitals to the list of those eligible 


to receive and be paid from public 
funds for the care of needy persons. 


“1. Nongovernmental hospitals 
utilized for the care of persons at 
public expense should meet at least 
the minimum standards required 
for hospitals on the approved list 
of the American College of Sur- 
geons. Additional requirements may 
be made by local action. 

“2. In communities without hos- 
pitals, public authorities should 
consider the possibility of utilizing 
beds in approved hospitals in other 
cities or towns. 


“o. The use of comparable sys- 
tems of accounting by the hospitals 
Is a reasonable requirement and 


shoild be effected as soon as feas- 
ible. 


“{. All hospitals should recognize 
the: the government authorities 
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from which funds are received must 

make necessary inspections and will 

require reports of services and costs. 
"The per diem rate: Principles for the 
determination of the per diem rate 


of payment by public authorities to 
nongovernmental hospitals. 


“cc 


1. The voluntary hospitals in 
a community should agree to act 
jointly in all negotiations leading 
to payment by governmental au- 
thorities for the hospitalization of 
needy persons. Such joint action 
can best be achieved by a formal 
or informal committee composed 
of representatives of the various hos- 
pitals. In communities of sufficient 
size this may well be a permanently 
organized hospital council. 


‘é 


2. Public authorities, on the 
other hand, should adopt the policy 
of negotiating with hospital repre- 
sentatives as a group and should 
not treat with hospitals individually 
in setting the rates. 

“3. Public authorities should bear 
in mind that needy persons are en- 
titled to a high standard of care 
and that per diem rates must be 
high enough to permit this type of 
service. 

“4. Public authorities should rec- 
ognize that hospitals cannot assume 
the responsibility of caring for pub- 
lic patients if the remuneration for 
that care is too small to enable the 
hospital to maintain a satisfactory 
financial status. 


“5. Community support previous- 
ly received by hospitals and the 
amount of free service given in the 
years preceding the arrangements 
with public authorities, should be 
taken into consideration in deter- 
mining the per diem rates and the 
allocation of cases. Voluntary hos- 
pitals should continue to seek com- 
munity support on the basis of 
charitable service supported from 
voluntary funds. 


“6. Each hospital should compute 
the costs of care for patients in so 
far as practicable on a basis of com- 
putation which is similar to that 
used by the other hospitals in the 
community. 


“7, Extra services should be in- 
cluded with the exception of a very 


few unusually expensive services 
which occur infrequently. 


“8. The hospital representatives 
should agree among themselves on 
a tentative uniform rate which they 
should present to the public au- 
thorities as a basis for negotiation. 


“g. Government authorities, on 
the other hand, may be expected 
to request full information concern- 
ing the methods of computing costs 
which led to the establishment of 
the proposed rate. 

“Determining financial _ eligibility: 

Agreements concerning eligibility for 

tax-supported hospital care should be 

developed through local conferences 
between public officials and represen- 


tatives of hospitals and the medical 
professions. 


“1, The determination of medical 
need should be a medical responsi- 
bility. 

“9. The determination of eligibil- 
ity for care at public expense should 
be the responsibility of the govern- 
mental agency which authorizes the 
expenditure. 


“9. Persons already accepted for 
maintenance at public expense 
should be eligible, without further 
investigation, for hospital care at 
public expense. 


“4. For the otherwise self-sup- 
porting, decision concerning finan- 
cial eligibility for care at public ex- 
pense should be reached by quali- 
fied persons after investigation and 
consideration of the following fac- 
tors in each individual case: 


A. PERTINENT LAWS AND ORDI- 
NANCES—The principle that poverty 
alone shall not deprive people of neces- 
sary medical care has been incorporated 
in the public welfare laws of many local- 
ities. Medical care is ordinarily provided 
for people who are unable to pay for such 
care at minimum rates without depriving 
themselves or their families of the basic 
necessities consistent with health and de- 
cency, and whose legally responsible rela- 
tives are likewise unable to pay for such 
care. Hospital care at public expense 
should not involve a pauper status, nor 
should eligibility for such care require a 
pauper’s oath or its equivalent. 

B. Budget sufficient to provide a stand- 
ard of living consistent with health and 
decency according to the size and composi- 
tion of the family. 

C. Family income and assets; liabilities 
and responsibilities. 

D. Hospital care at public expense 
should be authorized on an individual 
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case basis by the governmental agency 
responsible for payment.” 


Governmental units cannot name 
their own purchase price for any 
commodity or service they purchase 
except hospital care. A city or 
county cannot buy an 11-cent loaf 
of bread for a relief client for what- 
ever price it chooses to pay. Govern- 
ment must pay the going market 
price for equipment and services, 
and yet that same government tells 
the voluntary hospital to sell its 
five, six, seven or eight dollar hos- 
pital day for nothing, two, three, 
four or five dollars per day, or what- 
ever the city or county chooses to 
pay. 

Why do hospital administrators 
and the influential members of gov- 
erning boards stand for such unfair 
treatment? How much longer will 
profits from private patients, in- 
come from endowments, and, last 
but not least, abnormally low-paid 
employees continue to carry the 
financial burden of providing hos- 
pital and clinic care for those who 
cannot afford to pay? 


Wide Cooperation Needed 
Organizing and providing hospi- 
tal care for active home and work 
relief patients, and for those other- 
wise maintaining themselves but 
unable to provide medical and hos- 
pital care, is one of our pressing 
and most difficult social and eco- 
nomic problems. Hospital trustees 
and administrators, national, state, 
and local governmental and welfare 
officers, members of the medical 
profession and in fact all thinking 
citizens must cooperate to under- 
stand each one’s place in the gen- 
eral setup; and to solve the puzzle. 
In my considered opinion, and 
facts the United 
States substantiate this opinion, vol- 
untary hospitals cannot continue to 


from all over 


assume the staggering financial bur- 
den loaded on to them for inpa- 
tient or outpatient services to the 
medically indigent of this country. 
Governmental agencies must give 
more help to carry the load. Bank- 
ruptcy for many voluntary hospi- 
tals is threatened unless the finan- 
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cial load is lightened by adequate 
and fair payments, for the services 
we sell to governmental agencies. 

I am against compulsory hospital 
insurance under government man- 
agement. After working 15 months 
in Washington, I have no delusions 
left as to the efficiency of govern- 
mental agencies. I say this not in 
harping criticism, but as a state- 
ment of the inevitable fact that fed- 
eral agencies by their very nature 
cannot hope to approach private 
initiative and enterprise in efficient 
management. Delay and red tape 
just can’t be eliminated in any po- 
litical organization as gigantic in 
scope as our federal government. 
The record speaks for itself. 


A Government Program 


If the federal government really 
wants to improve the hospital sit- 
uation, and I agree heartily that it 
really needs improving, let it pur- 
sue the following general program: 

1. Provide federal subsidies to 
state governments when and if the 
states enact proper social welfare 
laws. The New York State program 
is the closest to ideal in existence 
today. States in turn should make 
grants to local units of government 
to support their own hospitals prop- 
erly and to make adequate and fair 
payments to voluntary hospitals. 

2. Foster cooperation between 
federal, state, and local government 
agencies, voluntary hospitals, and 
the medical profession in working 
out a complete health and hospital 
plan for each state, city, and county, 
with a master plan as guide. Such 
an overall plan can easily be modi- 
fied to fit local needs. In this con- 
nection the following quotation 
from a statement made in July 
1938, by Charles F. Ernst, presi- 
dent of the American Public Wel- 
fare Association and director of the 
Washington State Department of 
Social Security before president’s 
national health conference is of in- 
terest. Mr. Ernst said: “No matter 
how much financial aid and lead- 
ership the federal government can 
give, it is out in the local commun- 


ity, after all, where the job has :ot 
to be done.” 

3. Federal grants to provide d- 
ditions to existing voluntary aid for 
governmental hospitals and for iiew 
hospitals where such new or ad:ied 
facilities can be proved to be es- 
sential. 


The Grabbers 


In this connection I issue a word 
of warning. I have been in the 
middle of Lanham Act hospital 
projects as submitted to the War 
Production Board for the past year. 
I have seen entirely too much use 
made of the Lanham Act as a means 
to grab “something for nothing” in- 
stead of a method to secure facili- 
ties really needed to protect the 
health of the community. 

A special commission might be 
appointed in each state to pass on 
all hospital projects for which fed- 
eral assistance is asked. I developed 
a reasonably efficient method of 
analyzing needs as part of my job as 
head hospital consultant in the War 
Production Board and know that 
impartial decisions can be made. 
These state commissions might be 
made up of representatives from 
the Federal Works Agency, the 
United States Public Health Serv- 
ice, the State Department of 
Health, the State Hospital Associa- 
tion, the State Department of So- 
cial Welfare, the State Medical So- 
ciety, and the Blue Cross Plans. 


Personal Views Only 

Let me again emphasize that all 
I have said is my personal opinion 
and in no way reflects the views of 
the government agency with which 
I am now connected. 

Federal, state, and local hospitals 
should be members of our state and 
national hospital associations and 
their administrators should take an 
active part in national, state, and 
local hospital groups. 

Complete and never ending Co- 
operation between voluntary and 
governmental hospitals and federal, 
state, and local units of government 
is essential if the American people 
are to receive proper health and 
hospital service. 
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FINDING THE RIGHT 
PAGING SYSTEM 
Aospital’s Needs Require Plans and Special Fitting 


“ep of the small but very impor- 
tant adjuncts of efficient hos- 
pital administration is an adequate 
paging system. Most hospitals have 
one, but often it is a constant irri- 
tant to patients and staff and fails 
utterly in its primary objective: 
the quick dispatching of informa- 
tion within the hospital. 

A system that is either too com- 
plex or too meager may be a greater 
handicap than the lack of any such 
means of communication. Each hos- 
pital must tailor a system to its own 
needs. Just as the best-cut suit may 
require slight alterations later, so 
the tailored paging system may 
need a few lets and tucks after a 
period of use shows where it binds 
and sags. 

A recent experience of the Peter 
Bent Brigham Hospital may be 
helpful to other institutions faced 
with a paging problem. We can tell 
briefly how we selected the mate- 
rial, tailored the suit, and what al- 
terations we have so far made in 
getting just the right fit. 


Replacement Necessary 

The old call bell system, in use 
since before the last war, had 
ceased to function a year or more 
ago. The smooth flow of routine 
hospital activities and the possible 
demands of civilian defense re- 
quired that an effective new paging 
system replace the old. 

The most desirable type of sys- 
tem was selected through a process 
of ¢!:mination. The call bell meth- 
od iiad already proved inadequate 
through the years of irritating use. 


NOV=MBER 1943 


J. M. KEARNEY, B.S. 


PLANT ENGINEER OF PETER BENT BRIGHAM HOSPITAL 


The number of persons who could 
be paged was limited on the auto- 
matic code ringing system. Each in- 
dividual knew his code ring only 
and thus had to be within hearing 
distance of a bell at all times if the 
system were to function. 

This necessitated a dense distri- 
bution of loud-ringing bells which 
bothered patients and staff inter- 
minably; so much so that bells were 
constantly and mysteriously being 
disconnected or muffled. In addi- 
tion, whenever the equipment was 
used, every person on the cail sys- 
tem had to pause and count the 
rings until assured that the call was 
not for him. Definitely, the call-bell 
system was out. 


The Silent Page 


Another system to be 
ered was the silent page, a utiliza- 
tion of multi-colored lights on pan- 
els distributed at strategic spots 
throughout the hospital. This meth- 
od has certain advantages over oth- 
ers, the most important of which 
is its silence. No one is bothered by 
it unnecessarily. 


consid- 


In a compactly built hospital, 
small or large, it probably most 
closely approaches the ideal. This 
is especially true if the system is to 
be installed during construction of 
the building, when requirements of 
architectural appearance and the 
need of enclosed wiring can be 
readily met. It may well be the best 
compromise in a very large hospital 


of irregular design, where the staff 
is so large that oral paging means 
a continuous stream of words inter- 
minably pouring out of the loud 
speaker. 

In our case, however, it was con- 
sidered impractical. While ours is a 
comparatively small unit judged by 
the number of beds—250—it com- 
prises sixteen buildings which 
stretch out a quarter mile and 
sprawl over an area of about ten 
acres. The number of stations need- 
ed and the tremendous amount of 
wiring required made the cost pro- 
hibitive. 

Perhaps a hospital of our capac- 
ity, which was compactly built, 
might find the telephone system of 
the hospital adequate to its paging 
needs as well. But for us this like- 
wise proved impractical when tried 
for a very brief period, chiefly be- 
cause of the large area to be cov- 
ered. This left the public address 
type of system, the most widely 
used, to be given serious study. 
What are the chief benefits and de- 
fects of this system? 


Great Flexibility 

Probably its greatest asset is its 
flexibility. It can deliver any mes- 
sage within the range of the human 
voice. Its installation cost, for us at 
least, was considerably lower than 
the silent page and the cost of ex- 
panding, contracting, or in any 
way altering, the system thereafter 
would be relatively low. The cen- 
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tral control unit is essentially a 
radio, perfected to the high degree 
that all recent research and experi- 
ence in the radio field has made pos- 
sible. It can be serviced by any 


competent radio repair man, and _ 


most replacement parts are readily 
and cheaply available. 


The Faults 


Its chief fault is closely related to 
its greatest asset: Some human voic- 
es are irritating when heard over a 
loud speaker. In addition, unless 
properly guarded against, radio 
Static, interference from x-ray ap- 
paratus, cautery machines, and run- 
ning motors, can all contribute to 
the cacophony. Unwise spotting of 
speakers, an over-abundance of 
them, or too great a volume of 
sound can jar the nerves of patients 
and staff to the point of frenzy. 

The sound system was chosen, 
with a determination to avoid the 
defects commonly associated with 
it. By pricing and testing various 
makes of units, we found the sys- 
tem best suited to our needs was 
one of standard manufacture, rea- 
sonably priced, with high fidelity of 
tone, sufficiently powerful, and con- 
siderably flexible. 


The Advantages 

It permits of paging one, a group, 
or all stations instantaneously. It 
can provide two-way conversation 
in such an emergency as failure of 
the telephone system. It has a radio 
receiving set and a_ phonograph 
pickup so that selected programs or 
recorded music can be transmitted 
if desired. The paging function 
was of prime interest to us, but as 
no unit with that one feature only 
was available at less cost we were 
glad to accept the added embellish- 
ments. 

For speakers, we selected an 
eight-inch permanent field dynamic 
type. A permanent field eliminates 
the need for external power supply 
to the field with a consequent sav- 
ing in wiring costs. With the vol- 
ume control of the central unit set 
for optimum conditions of the sys- 
tem as a whole, it is possible to 
vary the volume at each speaker 
over a wide range. 
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All the wiring was done with 
shielded cable to exclude any inter- 
ference from other electrical equip- 
ment in the hospital. 

Having selected the type of sys- 
tem and the particular equipment, 
we next turned to fitting it into our 
specific requirements. The main 
control cabinet, about 18 by 42 by 
15 inches, we set on top of our two- 
position telephone switchboard. 
The microphone is mounted about 
18 inches above and in front of the 
heads of the operators, and is cen- 
tered between the two positions on 
the board. 

In arranging the speakers, we 
kept the number down to what we 
considered the minimum for ade- 
quate coverage. This was done, not 
with a view to economy, but to 
eliminate as far as possible the har- 
assment of our population. 


Grouped Speakers 


Although the central control cab- 
inet has provisions for forty indi- 
vidual switches, and the usual prac- 
tice is to connect one speaker to 
each switch, we decided upon 
grouping our speakers approx- 
imately four to a switch. This 
eliminated the number of keys the 
operator must manipulate and, in- 
cidentally, effected a sizable econ- 
omy in our installation costs. 

These groupings were made in 
such a way that the speakers within 
any one group were related to each 
other in the problem of paging. A 
listing of these groupings will make 
clearer this association. 


No. of 


Key Location of Speakers Speakers 


Private Pavilion 

Surgical Wards 

Medical Wards 

Surgical Building 

Doctors’ Laboratories ... 

Medical Building 

Out-Door Department 

Doctors’ Quarters; Serving 
Room 

Info. Desk; Corr. in X-Ray 

Main Pike 

Main Ground Corridor. 

Carp. Shop, Machine Shop, 
Tunnel 

Orderlies Quarters, House- 
men, Laundry 











w 








Total 





Thus, if a member of the sur- 
gical staff were wanted, he could be 
most likely reached by paging on 


Keys 2 and 4 together. At meal 
time, Key 8 would probably reich 
him in his room, or in a dir ng 
room. Other sections of the ho.pi- 
tal need not be bothered in ‘he 
search for him. 


Full Agreement Needed 

In placing individual speakers, 
the location and the volume in 
each case were determined aiter 
agreement among at least four indi- 
viduals: The superintendent, the 
nurse or other individual in charge 
at the particular station who were 
concerned with minimizing the dis- 
turbance of patients and staff; the 
manufacturer’s representative who 
had to agree that the speaker’s loca- 
tion and volume would be effective 
in its task; and the hospital engi- 
neer who watched for difficulties of 
installation. 

A few examples will tend to illus- 
trate how this worked out. In the 
wards it was decided that the , 
nurses’ station was the only area in 
which the speaker should be heard. 
It is the nerve center of the ward 
and is usually occupied by one or 
more persons. Others in the ward 
can be notified by them if wanted. 


Out of the Commotion 

The manufacturer’s representa- 
tive then recommended the loca- 
tion and volume as determined by 
the orientation of the station with 
respect to the patients. The engi- 
neer argued for a location that 
would be easily accessible. The su- 
perintendent objected strongly to 
the staff being continually bothered 
by the page while dining. Since 
service is on the cafeteria style, the 
speaker was placed in the serving 
room. Attendants there know pretty 
well who is in the dining rooms 
and send word out via the next 
diner who happens along. 

Surgeons resent disturbance while 
they are-at work, so speakers are 
in their dressing rooms and one, 
pitched very low, is in the corridor 
just outside the supervisor’s office. 
Someone is usually there either to 
notify the person wanted or to ad- 
vise the switchboard that he is not 
available. 

That was our suit cut and fitted. 
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We have had to make a few altera- 
tions. The operators sometimes for- 
got to throw the keys to the “off” 
position when through paging. As 
a result sections of the hospital 
were at times entertained with a re- 
cital of somebody’s activities of the 
previous evening. A_ push-to-talk 
switch, cut into the microphone cir- 
problem. The 
speaker at the information desk 
was quite bothersome at certain 


cuit, solved this 


hours, so we installed a switch. 
One of our chief problems has 
been to persuade the operators to 
modulate their voices, speak slowly, 
and stay a reasonable distance from 
the mike. Although skeptical at 
first, they have cooperated remark- 


ably well and are now enthusiastic 
about the system. Occasionally we 
check them on their technique and 
they immediately respond. 

Our grouping of stations, to 
avoid disturbing all areas of the 
hospital with each page, was an ex- 
cellent idea. It has failed to work 
well only when the operators were 
over-burdened with work. They 
quickly learned the knack of throw- 
ing the master switch to the “all 
Station” position and covering the 
entire hospital at one fell swoop. 
We have since compromised by al- 
lowing them to maintain the more 
active groups at the “on” position 
for most pages, on the agreement 
not to use the other group keys 
except when actually essential. 


HospitalsA pproach Shortage Problem Throu ohh 


Use of Soap Saving Matenals and Synthetics 


A means by which hospitals can 
solve some of the supply-shortage 
problems without depending en- 
tirely on the federal government 
has been demonstrated in Hamilton 
County, O. 

The experiment was prompted 
by action of the Department of 
Agriculture last May in removing 
soap from the list of materials con- 
trolled by the War Production 
Board. The effect of this was to put 
an end to priorities on soap under 
MRO 5A. 

Adequate soap supplies had been 
hard to get before then, but there- 
after no clearcut method remained 
by which hospitals could apply for 
help in acquiring future supplies. 

For twelve years the Hamilton 
county, with the city of Cincinnati, 
the Board of Education, the Uni- 
versity of Cincinnati and the Public 
Library have had a joint purchas- 
ing policy. Specifications are pre- 
parei and contract awarded jointly 
on those items used in any quanti- 
les by the subdivisions. 

Specifications for laundry soap 
were built around federal specifica- 
tions. manufacturers standards, the 
experience in our own laundries 
and the experience of commercial 
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laundries. These had to be broad 
enough to allow true competitive 
bidding and give a product adapt- 
able to washroom routine. 


For general laundry purposes a 
built powder soap was selected. 
There are many divergent views as 
to the wisdom of this course and 
we are still told that a neutral soap 
plus the addition of separate alkalis 
is more economical. 


These rather elaborate precau- 
tions were necessary. As_ political 
subdivisions we are bound by law 
to advertise and let contracts on the 
basis of lowest and best bids. With- 
out a set standard the awards might 
be difficult to make. This procedure 
means, however, that we do not 
have a continuous source of supply, 
as our business is more or less de- 
sirable to different vendors at dif- 
ferent times. As a result and under 
a quota system of distribution, we 
found ourselves without a source of 


supply. 


One of our local distributors 
undertook to supply our require- 
ments but asked that we follow his 
recommendations. There was no 
insistence, but since our salvation 
depended on our not imposing too 


much on his good nature we felt it 
desirable to cooperate fully. 

FIRST: A complete survey was 
made of washroom practice on the 
basis of the existing formulae, in- 
cluding a complete check of water 
levels, water temperatures, time 
and all other factors. 

SECOND: Soap saving materials 
were introduced into the formula. 
These tests indicated a saving of 40 
to 50 per cent over the old formula 
and a substantial savings in cost. 

THIRD: Some of the newer syn- 
thetics were added in place of the 
fatty acid soaps. Tests indicate a 
probable substitution of synthetics 
so that only 25 per cent of the for- 
mer quantities of soap will be used 
without upsetting washroom proce- 
dure. Our own experiments indi- 
cate a saving in time and rinse 
water with a neutral wash result. 

The use of soap saving materials 
is not new. They were used as long 
ago as 1928, but were abandoned 
when soap prices fell during the 
depression. Neither can we claim 
any credit for the experiments with 
synthetics. Some hospitals are much 
farther along in their experiments 
than we are. Formulas for soap sav- 
ing materials and synthetics are 
simple and if consistently followed 
will give good results. 

Some opposition can be expected 
from older laundry help as under 
certain conditions there is not as 
great a suds indication and there 
will be a tendency to use additional 
soap to build up the suds. 

Experiments are running at all 
our institutions The initial tests 
were made at the Tuberculosis Hos- 
pital. We feel that the results shown 
there are satisfactory. With patients 
bedfast for 14 to 16 months, neutral 
linen is mandatory to prevent bed- 
sores. 

Louis Rittmeyer, business man- 
ager of the hospital, had through 
the personal friendship of one of 
the owners of a commercial laun- 
dry, developed formulas which gave 
us a neutral result and our present 
experiments indicate that we will 
be able to maintain our previ- 
ous high standard.—R. M. GEIST, 
purchasing department, Hamilton 
County, O. 
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Editorials 


Affiliation 

HE Indiana Hospital Association, meeting October 
She was first to amend its by-laws to conform to 
changes made at Buffalo in the American Hospital 
Association by-laws. 

The secretary of that Association, Albert Hahn. 
reports that the by-laws were amended by unanimous 
vote, with expressions of enthusiasm for the expanded 
program contemplated by the national Association. 

The Tennessee Hospital Association met in Nash- 
ville on October 13 and 14, and enthusiastically 
approved plans for an expanded national program, 
and amendment of by-laws will take place at a later 
meeting. 

A committee was appointed under the chairman- 
ship of George W. Eutsler of the Holston Valley Com- 
munity Hospital of Kingsport to plan necessary action 
in amending by-laws to put the state association in 
a position to cooperate fully with the national 
Association. 

A number of state associations were meeting late 
in October and early this month, though the majority 
convene early in 1944. Twenty-five now are affiliated 
with the national Association, which means joint mem- 
bership, joint collection of dues, and a refund by the 
national Association to the affiliate of 10 per cent of 
national institutional and personal dues. 

The Board of Trustees of the American Hospital 
Association has voted that this 10 per cent refund 
shall be maintained for the increased dues. This will 
return a markedly increased revenue to state asso- 
ciations. 

Officers of affiliating states should study their state 
by-laws in order that at the first opportunity these 
may be amended to agree with the amended national 
by-laws. Most state by-laws require notice to the mem- 
bership well in advance of any meeting at which an 
amendment is to be voted. 

Affiliated associations should also be planning the 
most efficient expenditure of increased dues for mem- 
ber hospitals. There are now three—Ohio, Pennsyl- 
vania and California—which have full-time paid execu- 
tives. Much of value to member hospitals has resulted 
in those three states. Other associations may wish early 
in the year to study the possibility of such a program. 
Some of them may well find it advantageous to share 
a full-time secretary through regional associations. 

The national Board of Trustees has offered, where 
affiliates so wish, to collect both national and state 
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dues at the national headquarters. Ten per ceni of 
the national dues and all state dues collected wil! be 
turned over to the state association. This servic« is 
given in order to assist state associations and is enti: ely 
optional. 

Those who framed the by-laws of the American 
Hospital Association, which were adopted in 14537, 
hoped all state organizations would affiliate. Alniost 
half still have not done so. Among these are several 
of the larger associations. The values of united action 
and the very practical value of financial return are 
such as to warrant careful study by state organizations 
that have not yet acted to affiliate. 


Grants-in-Aid 
HE House of Delegates of the American Hospital 
Association in September voted a_ resolution 
embodying four points at which the federal govern- 
ment might assist in making better hospital care avail- 
able to the entire country. 

This resolution has as a background the best think- 
ing of the Association and as such it deserves the care- 
ful thought and support of every member. Point one 
of the resolution recommends: 
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Grants-in-aid to states to assist in providing hospital care 
for beneficiaries of public assistance, and other medically indi- 
gent members of the population. 

This Association then is against federal socialization 
of hospital care, but recommends that the national 
government assist in providing care to those segments 
of the population which cannot meet the cost of hos- 
pital care. Employed persons are to provide for such 
expense by prepayment through Blue Cross. 

There are groups of the population in every part 
of the country, especially racial groups concentrated 
in certain regions many of whose members are medi- 
cally indigent and can receive proper hospital care 
only through federal aid. No one could claim that 
adequate hospital care is available to every citizen of 
this country. Until such a state exists hospitals can- 
not be complacent. 

Excellent though public health may be in the main, 
those who wish to experiment with complete sociali- 
zation will refer to the worst health records as proof 
of need for change. In fact such conditions are not 
defensible. Those who claim a vital share in providing 
the health and hospital care must take leadership in 
raising the health level for all. 

Federal grants-in-aid then have been supported by 
our Association and must be supported by every mem- 
ber. We agree to the solution. Are we willing to accept 
the responsibility for developing a program of federal 
aid for selected groups which will be practical? 

Federal grants-in-aid: must be equitably distributed 
at the state level to hospitals for service rendered, 
or the government will construct public hospitals to 
care for recipients of public aid. The latter course will 
inevitably be followed unless voluntary hospitals, with 
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the fine facilities they have available, cooperate with 
government grants-in-aid programs. A practical and 
fair method must be developed for the reimbursement 
of voluntary hospitals. 

The Congress has within recent months voted sub- 
stantial funds as grants-in-aid to states for the mater- 
nitv and infant care for the wives and children of 
the less well paid members of the a: med services. It 
is possible that many beneficiaries under this program 
might have had other methods of getting medical 
and hospital care. Nevertheless the entire country sup- 
ports this action by Congress. 

The American Hospital Association favors federal 
grants-in-aid for selected segments of the population. 
Congress has adopted this method for a most worthy 
group. Every hospital should consider well these two 
statements. 

The Children’s Bureau, to develop an equitable 
basis for reimbursement of hospitals, has used the 
American Hospital Association system of accounting 
in an endeavor to pay the true cost of hospital care. 
Hospitals now face the necessity of working unselfishly 
in cooperation with government to eliminate operat- 
ing difficulties. It must be remembered that if it is 
impossible for voluntary hospitals to work with gov- 
ernment, government can decide to provide its own 
service. 

We as an Association are on record in favor of 
federal grants-in-aid. We have such a program. We 
must cooperate to prove it practical. We are being 
tested and every hospital must approach the necessary 
negotiations incident to developing a fair national 
program for payment to nongovernment hospitals with 
these facts in mind. The maternal and child care 
formula is a test as to whether the program recom- 
mended by this Association is workable. 
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The Busy Executive 


A HOSPITAL trustee, an important business executive, 
was recently reviewing some of his experiences 
with hospital superintendents. He was not too com- 
plimentary about some administrators, and he sup- 
ported his conclusions with a number of illustrations. 
One of these involved an administrator who seemed 
unable to cope with all the problems of the day and 
asked for the advice of this experienced businessman. 
Our hospital trustee arranged his work to spend 
some time at the administrator’s office. He immedi- 
ately began a study of the hospital organization to 
determine how many people reported directly to the 
superintendent. There was no organization chart but 
careful inquiry gave a count of well over twenty 
people who so reported. ; 
Exploring this relationship, the trustee inquired as 
to the relationship between this large number of peo- 
ple and the executive. He found that many of them 
had conferences daily. Determined to evaluate the 
proliem fully, he asked which employee had been 
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interviewed first that day and what problems were 
discussed. The chief engineer had been first on hand 
that morning. He had come to consult with the super- 
intendent about a broken windowpane. The interview 
concluded with the not too profound advice that the 
window should be repaired. 

Our trustee cited this example and from it drew 
conclusions as to hospital superintendents in general. 
His conclusions were not too fair, but they did contain 
elements of truth. 

Administering a hospital is one of the most exacting 
occupations in the world. No one person can be an 
authority in the nursing department, laundry, labora- 
tory, power house, and a dozen other departments. 
Never have the times put management to a greater 
test. More legitimate administrative problems must 
be solved by the hospital administrator each week 
than were normally presented in several months. 

Successful administration involves proper organi- 
zation, a delegation of duties, a well understood flow 
of authority, and a conscious effort by the adminis- 
trator to avoid the small details of day-to-day opera- 
tion. This is necessary if he is to preserve his health 
and gain time for careful study of major decisions 
which shape the future, not only of the individual 
hospital, but in a very real sense the health of the 
community and the place of the voluntary hospital. 
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The Look Ahead 


By studying Herluf Vagn Olsen’s economic forecast 
in this issue, the readers of HOSPITALS can establish 
a foundation for the postwar thinking which deserves 
some of the time and energy of every hospital 
executive. 

Economic forecasts are plentiful, but most of them 
classify either as entertainment or propaganda. The 
entertaining forecaster is one who nestles comfortably 
among the fiction writers and crime analysts in a 
Sunday magazine section. The propagandist is one 
who starts with an economic nostrum and builds a 
system that will sell it. 


Mr. Olsen’s forecast passes both these tests. Neither 
utopian nor nostrum peddler, he argues only for the 
system of free enterprise and reaches his conclusions 
by an objective interpretation of economic history in 
America. 

It is in this atmosphere that he discusses the three 
questions with which every man must wrestle if he 
is to meet the future head-on. These questions are: 

What will be the course of America’s national income? 


How will commodity prices behave through the years of 
adjustment to peaceful progress? 


What about interest rates? 

The author believes that unless we fail to capitalize 
some of our recent bitter experience, (1) the present 
national income will be surpassed: after a temporary 
setback, (2) commodity prices will follow a reverse 
course, rising steeply for a while and then leveling 
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off at 20 to go per cent above the present level, and 
(3) money rates will rise moderately but not to the 
peaks of pre-depression days. 

The value of Mr. Olsen’s deductive approach is 
illustrated by a single point. Most of us are aware 
of the inflation-deflation cycle of which war is at least 
a major cause.-We remember the Twenties followed 
by the Thirties, and, without ¢hinking much, we look 
for another great letdown as the government is some- 
how forced to restore “normalcy” by deflating a war- 
time economy. 

Mr. Olsen looks for no such turn of events. First, 
governments do not intentionally deflate because this 
is politically inexpedient. Instead, they attempt to 
restore economic balance at the higher level. Second, 
the danger of serious accidental deflation, as after 
1929, is small because it is assumed that no adminis- 
tration will let this happen again with the memory 
of 1933 so fresh. 

But the pertinent question is what these conclu- 
sions mean in the operation of a hospital. What do 
they mean in terms of pay to hospital employees, in 
terms of building costs, in terms of the volume of 
hospitalization, in terms of endowment prospects? 

We do not know the answers. We believe every 
hospital executive can afford to search for his own 
answers, and we are happy to offer Mr. Olsen’s able 
analysis as a starting place. 
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Public Education 


HE Bell Telephone Company, one of the largest 
5 ipoeronnelt in this country, has one of the most 
successful records of dealing with the public. Though 
a large business, and one that is open to attack as 
a monopoly, it has the goodwill of the country as 
an efficient service unit operated for the public good. 
The general opinion of the public toward telephone 
or hospital service can be good only if service is 
efficient and in the public interest. However, these 
basic truths must be generally known to be understood. 
Many years ago the telephone company decided that 
one of its most effective tools in public education was 
family employees whose members understood the poli- 
cies of the company and could express them verbally. 
This Association has recently increased dues in order 
to offer an expanded service. Part of the larger pro- 
gram envisions a more effective presentation to the 
American public of the ideals and quality of service 
offered by hospitals of the country. The contemplated 
budget for public education is almost infinitesimal, 
compared to sums spent for similar programs by 
industry, but as community projects rather than com- 
mercial agencies, hospitals do not have the same preju- 
dices to overcome. The public is more receptive to 
information; in fact, it welcomes knowledge about 
hospitals which are so vital to every person. 
Nevertheless, the public education of citizens of 
this country, a very large group, is not easy. Hospitals 
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may well learn from the experience of indus:ry, 
Employees must have full information about ‘he 
organization, financing and aims of their hospi:al, 
Every administrator should consider it one of his 
obligations, through group meetings, literature ind 
every possible method developed by industry, to see 
that his employees understand their own hospital. 

Public education through hospital employees me ins 
not only better understanding by the public, but ‘et- 
ter hospital care. 
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Instead of Bureaucracy 


HIs Association is on record as being opposed to 
T federal legislation which will radically change the 
present system of hospital care by voluntary hospitals. 
We believe sincerely that medical and hospital care 
which are personal services will deteriorate under 
bureaucratic influences. 

The health of this country, the measure of the 
adequacy of medical and hospital care, is the best 
argument against experimentation. No other country 
under any system can show equal results. Government- 
operated medical and hospital programs in this coun- 
try have not been such as to encourage their extension. 

The hospitals must develop a pattern for adequate 
hospital care for America. The House of Delegates of 
the American Hospital Association approved impor- 
tant parts of such a program. Now this program is 
being implemented by committees of the Association 
in cooperation with the Catholic Hospital Association 
and the American Protestant Hospital Association. 

The American Hospital Association is against the 
socialization of medical and hospital care. It firmly 
believes that while the present voluntary system is not 
perfect, it is better than any other which has been 
demonstrated, and that by supplementation it can 
preserve present gains and distribute hospital and 
health care, not only to the majority of the popula- 
tion, but to every citizen. 





Your Association 


President Frank Walter has recently written a letter 
to all members of the Association asking their coop- 
eration and advice in the development of the expanded 
program. 

There has been a gratifying response to this request. 
No member should miss an opportunity to put forward 
his ideas. The Association will have added resources. 
It is the intention of the officers that resources result- 
ing from increased dues shall be spent to the interest 
of better hospital care. 

This is not a job for one person or for a few 
members, but should receive the careful thought and 
assistance of the entire Association. Every member 
is invited to write to President Walter setting forth 
his suggestions. 
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Where Rehabthtation Means 


ELIMINATION OF 
THE FIVE FEARS 


HERE is no light work at sea. 
; on man who goes down to the 
sea in a ship must be in such hard 
physical condition that, even if it 
is his “watch below,” he is able and 
willing to join all hands in man- 
ning the ship during times of storm 
or emergency. 

It follows, therefore, that when 
a sailor meets with an accident he 
must make a complete recovery; he 
must satisfy the examining medical 


officer that there is no possibility 
of a relapse, before he is allowed 
to return to sea. 


The Seamen’s Hospital Society, 
with headquarters at London’s Al- 
bert Dock Hospital, recognizes the 
dificulties to which sailors are put 
in achieving this high standard of 
physical recovery, and has built an 
institution where patients are un- 
der constant treatment from the day 
of their admission until they are fit 
to return to sea. 

On the principle that getting fit 
is a whole time job, the men are 
kept constantly at exercise. Muscle 
tone is kept up, and when the treat- 
ment is finished they are in full 
training and ready for work. The 
gymnasium and training quarters, 
therefore, are the principal features 
of the establishment. 

The hospital is situated in the 
heart of the London docks, and 
must deal with men who work on 
the wharves and in the docks, in 
addition to the sailors who man the 
shijs at sea. Therefore, although 
may of the accident cases arriving 
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at the hospital have occurred some 
days earlier, a number of acute cases 
are brought in. Many of these are 
of a serious nature, with profound 
shock. 

A special part of the hospital has 
been designed for the immediate 
treatment of such cases. It consists 
of an ambulance bay and _ shock 
room. On arrival at the hospital, 
the ambulance backs into the am- 
bulance bay, which is a large room 
(15 feet by 24 feet) kept at a tem- 
perature of over 70 degrees by steam 
radiators. The ambulance comes to 
rest against a double door leading 
into the shock room. The shock 
room itself measures 38 feet by 21 
feet and is equipped with every 
device for the immediate treatment 
of shock. 


Heater In Sections 


As the stretcher is brought out of 
the ambulance, it is run immediate- 
ly on to a specially built couch. 
Suspended from the ceiling is a 
radiant heat bath in three sections. 
The bath is immediately pulled 
down to cover the patient. A ther- 
mostat control regulates the tem- 
perature which in practice is fixed 
at 104 degrees on admission, and 
two minutes later reduced to go 
degrees. 

Once the radiant heat 
in position any of the three sections 
can be lifted to expose a specific 


bath is 


part of the patient. The patient, it 
will be noticed, has not been moved 
from the stretcher. Round the walls 
are a series of trolleys covered with 
different colored sterile towels. The 
first trolley is the transfusion trol- 
ley. On it is apparatus for saline 
transfusion and blood transfusion, 
with the required instruments. 

All apparatus is kept sterile, 
ready for immediate use. Whether 
used or not the apparatus is re- 
sterilized every twelve hours. This 
trolley has a brake for the wheels, 
which can be applied to keep it 
absolutely steady when in position. 
It also has an extensible arm for 
holding the saline or blood during 
transfusion. 

On the second trolley are instru- 
ments for the control of hemor- 
rhage. ‘Tourniquets should be 
released immediately the patient 
arrives at the hospital, and any 
bleeding vessel picked up with for- 
ceps. There is also a 20 cc. syringe 
charged with 1 per cent novacaine 
for injection at the site of fracture, 
this being of paramount impor- 
tance in reducing shock. 

The third table is the drug table 
with morphia, strychnine, adrenalin 
and various anesthetics waiting 
ready. On the fourth table is a sim- 
ple apparatus with which blood can 
be grouped or sera matched against 
a donor’s blood in under goseconds. 

The fifth is the “dirty” trolley 
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with soap, grease solvents, shears 
for cutting away boots, and scissors 
for clothing. Oxygen and carbon 
dioxide in cylinders are in their 
proper carriages. There are also 
wash basins, drums for sterile dress- 
ings, gown, and gloves. 


Blood Donor Cubicle 


One corner of the shock room, 
at the opposite end from the am- 
bulance entrance, is screened off 
for the reception of the blood donor 
if required. In this cubicle is a 
trolley with the apparatus for blood 
collection, and a couch. There is 
also a telephone. 

At the far end of the shock room 
a door with glass panels connects 
with a small surgery where a nurse 
is in constant attendance. On the 
arrival of an ambulance she enters 
the shock room and lifts the re- 
ceiver of the telephone to let the 
exchange know that a casualty has 
arrived. ‘The sister-in-charge and 
the resident surgeon are immediate- 
ly notified. The nurse then remains 
within the shock room until re- 
lieved. 


From the time the ambulance ar- 
rives at the hospital until the time 
when all the methods of administering 
treatment for shock are in operation, 
less than three minutes elapses. Dur- 
ing that time the patient is not once 
moved from the stretcher and is never 
exposed to cold air. 

This contrasts forcibly with the 
general practice in hospitals. The 
ambulance arrives outside the hos- 
pital. The patient is carried on the 
stretcher through the cold air into 
the hospital. He is moved from the 
stretcher to a couch in the casualty 
department. 

Then the house surgeon is sent 
for and probably orders his removal 
to the ward. He has to be lifted 
again from the couch to a trolley, 
taken to the ward and lifted from 
the trolley into bed, three distinct 
moves, each of which greatly in- 
creases his sheck. When he is in 
bed, apparatus for treating shock 
has to be mobilized. 

This often means sending to the 
massage department for radiant 
heat, to the theater for instruments, 
elsewhere for normal saline, send- 
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A radiant heat bath is suspended over a specially built couch, ready for the arriving patient. 


ing down for a pathologist to de- 
termine the blood group of the pa- 
tient. He in turn, after taking a 
sample of blood, has to return to 
the pathological laboratory to com- 
plete his investigations. It may take 
upward of an hour before all this 
work is done. 

There are no special features 
about the surgery or the casualty 
operating theater and _ recovery 
room. The outpatient waiting room 
is large and, like all the corridors 
of the hospital, kept really warm, 
draughts being eliminated as far as 
possible. 

The electro-therapeutic depart- 
ment is small, as the general aim 
in treatment is to achieve muscular 
development and suppleness of 
joints by active voluntary move- 
ments on the part of the patient. 
In this department are five cubicles 
used for massage, diathermy and 
short-wave treatment. 


Consulting Rooms 


There are two consulting rooms 
which communicate with a central 
changing room of eight cubicles. 
The consulting rooms are situated 
off the corridor, separating the out- 
patient waiting hall from the gym- 
nasium and convenient of access to 
both. All patients attending the 
gymnasium are examined by the 
surgeon at least twice a week. 


The gymnasium measures 68 feet 
by 28 feet and has the usual birch 
floor. It has little fixed apparatus. 
In one end are four fixed bicycles 
with large discs on the wall with 
colored pointers recording rate and 
mileage. Thus the patients can ride 
races against each other or ride a 
set distance. 

There are a few wall bars which 
are used to demonstrate complete 
recovery before the patient is dis- 
charged to duty. For the same pur- 
pose are two climbing ropes. 


Exercise for Limbs 


The only other fairly expensive 
apparatus in the gymnasium are 
four rowing machines which have 
been designed to move along the 
floor so that races can be rowed. 
These machines are mainly used 
when it is desired to give the pa- 
tients exercise for the lower limbs 
without having the limbs depend- 
ent as in walking. 

The patients in the gymnasium 
are in the custody of an old pa- 
tient. He was a foreman stevedore 
who had severe compound fractures 
of both legs and remained a patient 
in the hospital for six months. Dur- 
ing more than five months of that 
time he attended the gymnasium, 
for three months with both legs in 
plaster of paris. He eventually made 
a complete recovery but became so 
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interested in the work of the hos- 
pital that when war was declared 
and the physical instructors were 
drafted, he took charge of the gym- 
nasium, and has proved an unquali- 
fied success. 

He has an intimate knowledge of 
the working conditions both at sea 
and in the docks. He understands 
the mentality of his patients and 
it is noticeable that the exercises 
which he devises are simple to un- 
derstand and are conducted in rela- 
tively slow time, as, in fact, is nearly 
all arduous work. The exercises are 
made interesting and _ enjoyable. 
Laughter and noise are encouraged 
rather than prohibited. 


Team Spirit 

The exercises prescribd are main- 
ly in the form of competitive games 
so that a team spirit is developed 
and the men encourage each other 
in their efforts. Such games as net- 
ball, badminton and table tennis 
are played, and simpler forms of 
games such as tunnel ball, in which 
there are two teams of about twenty 
men standing in a line one behind 
the other. 

The front man passes a ball be- 
tween his legs to the man standing 
behind him—and so on until it is 
passed to the end of the line. The 
last man receiving the ball runs 
forward to the front and _ starts 
again. This is continued until the 
man who originally started in front 
receives the ball at the end of the 
line and runs forward to his orig- 
inal position. 

The first team to complete this 
maneuver is declared winner. This 
game is then repeated but the ball 
is passed overhead instead of be- 
tween the legs. 

When weather permits, exercise 
is taken in the open air. Volunteers 
amongst the men work for short 
periods in the vegetable and flower 
gardens. Others scrub and _ polish 
floors and furniture in the dining- 
room, and wash the dishes. At meal 
times they wait on themselves, the 
food being handed from the kitchen 
through a hatch into the dining- 
room. 

The men are divided into sec- 
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Any of the heat cradle's three sections may be raised, allowing nurses to 
attend to the patient's injuries 


tions and the section leaders do the 
carving for each table. The midday 
meal consists of meat, two vegeta- 
bles and bread, followed by a sweet. 
The men are given as much as they 
can eat. 

The main fracture ward, which 
is situated on the first floor. con- 
sists of twenty-four beds. The beds 
are arranged in groups of four and 
two and separated by glass parti- 
tions. Beds can be screened by cur- 
tains, run on wires and stretched 
taut between the walls. 

Attached to the fracture ward is 
a separate ward of two beds, which 
are reserved for patients with head 
injuries or such severe injuries that 
quiet is necessary. There is a large 
rest room for ambulatory inpa- 
tients, where they have their meals 
when they come up from the gym- 
nasium and where they may rest 
during the evening. There is a small 
room equipped like a surgery, into 
which a bed may be wheeled from 


the fracture ward for dressings or 
renewal of plaster or the adminis- 
tration of an anesthetic. 

The ward has its own sterilizing 
room, sluice room, kitchen and sis- 
ter’s room. All splints are kept in 
a splint room on the ground floor, 
and in the care of a technician who 
is responsible for fracture beds, 
fracture tables, splints and plaster. 


Two Theaters 


The theaters are simple. They are 
two in number, one reserved for 
clean bone cases, the other for plas- 
ter work and such operations as 
are not thought suitable for the 
first theater. 


There are two sterilizing rooms, 
one where all the hospital dressings 
are done and the other for instru- 


ments. There are two anesthetic 
rooms and a surgeon’s room fitted 
with plunge bath. 

One feature of the first theater 
is a developing room for x-rays. In 
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the door of this developing room 
is incorporated a view box so that 
a film taken in the theater is im- 
mediately developed and then il- 
luminated through a glass panel of 
the door and is not brought back 
into the theater. 


Time: 40 Seconds 

Much saving of time is effected 
with this simple arrangement. The 
average period of time, including 
the taking of the film and the show- 
ing, is under 40 seconds, the record 
time being 22 seconds. 

There are seven single rooms 
which are available for ship’s of- 
ficers or special cases, but all am- 
bulatory patients, whether officers 
or men, have the same treatment in 
the gymnasium. 

The records are in charge of the 
secretary to the fracture clinic. 

As it is the aim of the clinic to 
restore full earning capacity, the 
case is not considered completed 
until the patient has not only re- 
turned to work but has demon- 
strated his ability to continue work. 

As soon as a patient is admitted 
to the hospital, the secretary gets 
in touch with the employers and 


obtains from them a promise that 
they will reinstate the man in work 
as soon as he is considered fit. In 
this respect the hospital has had 
no difficulty in getting full coopera- 
tion from employers. 

The man is then told that there 
is work waiting for him as soon as 
he is fit and both men and em- 
ployers are given an early prognosis, 
and if later there is reason to re- 
vise the prognosis they are again 
informed. The liaison thus estab- 
lished through the hospital between 
the employer and the man is of 
the utmost importance, and consid- 
erably reduces the period of inca- 
pacity. 


Finger Clinic 


Perhaps no better example of the 
attention to detail which is prac- 
ticed in the hospital can be given 
than a short description of the fin- 
ger clinic. This is held each morn- 
ing. Every case is considered on its 
merits and the dressing which is 
applied is chosen for its suitability 
both to the injured part and to the 
work which the man is doing. 

With few exceptions, men with 
finger injuries are kept at work al- 
though each must attend the hos- 


An important part of rehabilitation is the gymnasium where nearly all exercises are games 
and hilarity is encouraged. 
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pital daily so that he may dem 
strate the proper movements of # 
gers, thumb and hand as the pro; 
habits of grasp and grip are \. 
easily inhibited in such injuries, 
The men attend hospital by «p- 
pointment so that a minimum time 
is lost from work. 

In a similar way men with !oot 
injuries must be prevented fiom 
acquiring bad habits in walking. 
Felt slippers, sticks and crutches 
have long been banished from the 
hospital and its purlieus. This is 
only made possible by careful at- 
tention to boots and plaster casts, 
and instruction in walking and car- 
riage. 

The goal of treatment at the Al- 
bert Dock Hospital is to restore the 
injured seamen to full working ca- 
pacity. In this the work is as much 
preventive as curative: 


Prevention of shock by the rapid 
and easy transit of the patient in the 
hospital ambulance from the site of 
the accident to the shock room; 

Prevention of pain by a technique 
of handling dressings, injections and 
exercise which is deliberately de- 
signed for this one end; 

Prevention of muscle wasting and 
joint stiffness by constant exercise. 
Prevention of under-nourishment by 
the provision of substantial meals. 
Prevention of boredom and depres- 
sion by making all exercises interest- 
ing, competitive or amusing, and 
leaving the patient no time or desire 
for self-commiseration. 

Perhaps most important is the 
prevention of neurosis, and no case 
has arisen in the new hospital since 
it was opened in 1938. This is 
achieved by elimination of the five 
great fears on which all these neu- 
roses are founded: The fears of 
pain, deformity, unemployment 
(with financial loss), industrial de- 
grading, and litigation. The last 
three fears are completely elimin- 
ated by assurances from the surgeon 
of full recovery and from the em- 
ployer of full work. 

Only by the closest cooperation 
between the hospital, the injured 
seaman and his employers can we 
achieve the best in true rehabili- 
tation, and for us rehabilitation 
means the restoration of ruddy 
health. 
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War Requires Use of Few 


DRUG SUBSTITUTES 
In the Carefully Managed Hospital Pharmacy 


HILE it is true that hospital 
peated have had to en- 
dure a shortage .of numerous im- 
portant drug materials and substi- 
tutions have had to be made in the 
manufacture of other hospital items, 
there have been few essential chem- 
icals or synthetic drugs not obtain- 
able for actual needs. 


Various factors other than actual 
material shortages have intervened 
to complicate the drug supply situa- 
tion. The shortage of manpower 
affecting the production, manufac- 
ture and distribution of these ma- 
terials now heads the list. ‘Trans- 
portation difficulties might well be 
much worse, but they will probably 
rank second in any compilation of 
factors retarding the distribution of 
available materials to civilian users. 
Buying practices and methods of 
some hospitals, which do not take 
these and other obvious factors into 
consideration, can be depended on 
to bring nothing but headaches in 
many cases. 

It appears likely that a majority 
of the complaints regarding short- 
ages of essential drug items will 
originate in those hospitals which 
purchase these drugs and other re- 
lated items in hand-to-mouth fash- 
ion from local or near-by wholesale 
drug dealers. There is not a suff- 
cient supply of some scarce drugs 
and chemicals in the country now 
to permit stocking of all these 
wholesale a reserve 


outlets with 


_ Presented at the American Hospital Associa- 
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supply sufficient to meet all possible 
demands. 


When hospitals must compete 
with the numerous retail drug out- 
lets for a proportionate share of the 
scarce drugs allocated to some local 
wholesale dealer, they will natu- 
rally be unable to obtain needed 
supplies at all times. In such cir- 
cumstances, it is usually a case of 
““first-come-first-served.” 

Another chorus of complaints 
may be heard from hospitals which 
purchase simple pharmaceutical 
preparations containing consider- 
able quantities of glycerine and al- 
cohol. The hospitals are now faring 
much better on a percentage basis 
of allotment of scarce drugs, chem- 
icals and solvents than manufactur- 
ing pharmacists and manufacturers 
of proprietary drug products of de- 
batable necessity. This is more par- 
ticularly the case in the allocation 
of items in the solvent group. 


Prepared Items Uncertain 


It so happens that most of our 
large pharmaceutical manufactur- 
ing firms now concentrate major 
sales effort on trade-marked or pro- 
prietary specialty drug products, 
rather than on standard pharma- 
ceutical preparations. 

As a result, many hospitals which 
customarily purchase such items as 
aromatic spirit of ammonia, elixir 
of terpin hydrate, and elixir of 


phenobarbital, have been finding it 
difficult to secure these competitive 
drug products from customary 


sources of supply. 


Profit-Motive Scarcity 


Some drug firms which formerly 
solicited hospital business on glyc- 
erine suppositories deleted these 
from catalogues immediately after 
their normal quotas of glycerine 
were reduced. The other standard 
competitive pharmaceuticals men- 
tioned were offered only in neglig- 
ible quantities when normal sup- 
plies of alcohol were also curtailed. 


We have noted no curtailment in 
offers of trade-marked drug pro- 
ducts which contain glycerine and 
alcohol from these same manufac- 
turers. Prices may be higher, but 
the “specialty” drug preparations 
are still available. 

These seem to be fair examples 
of a “profit motive scarcity” rather 
than an enforced scarcity of neces- 
sary materials. We should not hast- 
ily overlook the facts and blame 
such scarcities on a failure of gov- 
ernmental agencies to properly 
evaluate drug needs of the civilian 
population. 

The fact that we still have a rea- 
sonably adequate supply of some of 
our essential drug supplies must be 
credited to those restrictions as to 
use which we sometimes find upset- 
ting and aggravating. We all dislike 
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rationing and the allocation of ma- 
terials to hospitals in lesser quanti- 
ties than we should normally use. 
The original priority regulations 
were less troublesome, but they fre- 
quently failed to assure a supply of 
a needed material. The chief diffi- 
culty we now face, I believe, is not 
so much an inadequate supply of 
essential drugs and related items, 
as a lack of the time and personnel 
required for the advance schedul- 
ing of probable material needs, and 
filling out the various forms devised 
by governmental bureaus having 
control of the distribution of ra- 
tioned and allocated materials. 
There is also an insufficient sup- 
ply of intelligent personnel to carry 
out the programs of saving and con- 
servation of supplies which are 
called for in the present emergency. 
The divisions and advisory boards 
of the War Production Board which 
control the distribution of chem- 
icals, solvents and drugs for civilian 
health needs deserve our thanks for 
the special consideration and intel- 
ligent treatment accorded the civil- 
ian hospitals, and for obvious ef- 
forts during the past year to simpli- 
fy procedures required to obtain 
needed supplies of these items. 


Production Near Peak 

Domestic production of many 
chemicals and drug products is 
now considered to be close to a 
wartime peak by some competent 
observers. We must now await a 
further leveling off in governmental 
purchases and, possibly, some fur- 
ther restrictions on non-essential 
uses of these materials before more 
adequate supplies will be available 
for hospitals and other essential 
users. 

The inventory controls now being 
imposed in various directions will 
prevent more than a fair share of 
scarce chemical products being 
stored away by large distributors 
and manufacturers. Inventory con- 
trols are based on the rate of use, 
or customary sales volume, over a 
given period of time, and distances 
from sources of supply. 

The conquest of Sicily by the 
United Nations opens up the Medi- 
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terranean to commercial shipping 
by the short route from some im- 
portant Near and Far Eastern bo- 
tanical drug and gum markets. The 
submarine menace still remains, 
but with Axis control of the Medi- 
terranean apparently ended, it 
should no longer be necessary to 
transport needed materials over the 
long and hazardous route around 
Cape Horn. 


Botanical Drugs 


A fairly large number of botan- 
ical drugs have either not been 
shipped here since Italy entered the 
war or have only come in occa- 
sional small lots. The possibilities 
for a replenishment of supplies of 
those drugs shipped from Near 
Eastern ports seem much brighter 
now. 

Very little material has come in 
from North Africa so far, and a 
prompt resumption of commercial 
shipping from the more distant 
points is not probable. Currently, 
our commercial relations with oc- 
cupied territories in this region 
must await the arranging and sta- 
bilization of currency and exchange 
problems—and a clearing of ship- 
ping lanes for freighters not en- 
gaged primarily in the transport of 
munitions and troops. 

On the other side of the balance 
sheet, we are confronted by Japan- 
ese occupation and domination of 
normal sources of world supply for 
a number of important drug items. 
In the Pacific area there exists an 
even more difficult shipping prob- 
lem which cannot be expected to 
improve materially in the near fu- 
ture. It should be remembered that 
not even during the worst period 
of the First World War were so 
many sources of supply closed to 
us as in the present conflict. 

During 1942 some important bo- 
tanical drug crops were successfully 
cultivated in this country. New 
sources of supply for a few items 
were located in Central and South 
America and elsewhere. Adequate 
supplies of American grown bella- 
donna, hyoscyamus and digitalis 
have been available here during 


the past year. These are high in 
cost, but less so than previous in- 
flated values of imported stock:. 

Stramonium, chamomile and 
some other needed items were 
found in South America. Various 
cultivation or collection projects 
have been started in the wesicrn 
hemisphere of which we shall hear 
more later on. American botanical 
drug and essential oil houses have 
had representatives in all of the 
accessible ports and countries of 
the world searching for supplies, 
and such missions are sometimes 
successful. 

Our over-all situation as to the 
botanical drugs and alkaloids is 
better than it was last year. It 
should be noted here, however, that 
the customary collections of domes- 
tic botanical drugs is reported to 
be far under par this year, due to 
an acute shortage of experienced 
drug collectors in the growing areas. 
Carry-over stocks from previous col- 
lection years are at a low ebb, and 
prices for new-crop collections will 
undoubtedly be much higher than 
usual. 

Our stocks of some essential oils 
and flavoring materials are in worse 
shape. Synthetic and artificial sub- 
stitutes for some of these items are 
now on the market, but these are 
not permitted in official drug prep- 
arations. 


Off the Market 

Chinese cinnamon (oil of cassia) 
and menthol crystals are the two 
imported drug products in this cat- 
egory which are now practically off 
the market. Anise, coriander and 
nutmeg oils are scarce but some 
supplies are still available. 

Menthol could be made from do- 
mestic peppermint oil, but at the 
current inflated price of this oil, 
the cost would be prohibitive for 
many users. Synthetic menthols can 
be made which are comparatively 
cheap, but none of these will meet 
official requirements for drug or 
cosmetic uses. The imported men- 
thol remaining in hospital drug 
stocks should be carefully con- 
served. 

There is a definite shortage of 
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fatty vegetable oils of all types. It 
is NOW necessary to use substitutes 
for olive and sweet almond oils. 
These may be available in quanti- 
ties sufficient for our needs next 
year, if current successes of our 
armed forces in countries bordering 
the Mediterranean continue 
through coming months. 

One large hospital has reported 
the successful substitution of light 
mineral oil for rectal enemas in 
place of the rationed cottonseed oil 
which is generally used. The acute 
scarcity of castor oil which existed 
earlier in the year has been relieved. 


Castor Beans 

Large tonnages of castor beans 
have been imported from South 
America and India since the sub- 
marine menace to the South At- 
lantic and Carribean shipping lanes 
has abated, and large stocks of this 
material are now on hand. 

Cocoanut oil is of course still very 
scarce; and it will remain so until 
the Philippines and adjacent islands 
are retaken from the Japanese. The 
elimination of cocoanut oil has re- 
sulted in a deterioration of the 
average in quality of our hospital 
green soap. 

Likewise, castile soap without 
olive oil is not ‘“castile’” as we 
have known it during many previ- 
ous years. Hospitals holding reserve 
stocks of the real article should use 
this sparingly in order to stretch 
supplies as far as possible. 

The production of solvents in 
this country has been increased 
enormously over previous high 
levels, but we still do not have any 
to waste. Hospitals may still obtain 
sufficient supplies of the principal 
solvents for all necessary uses; but 
as most of these are critical mate- 
rials which are needed in large 
quantities in our war-production 
industries, we should use concerted 
efforts to hold our demands on pro- 
ducers to a minimum. 

Alcohol, ether, acetone, glycerine, 
benzol, xylol, toluol, methanol and 
others of lesser importance to us 
are all chemical products of prime 
Importance in the prosecution of 
Our war efforts. 
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Obviously, we must be thinking 
of ways in which we may save al- 
cohol during the coming months. 
Ethyl ether, both the variety used 
for anesthesia and those used for 
other purposes, and fermentation 
acetone must be grouped with ethyl 
alcohol. Actually there is a current 
shortage in supplies of the latter 
two solvents. 

Alcohol can be saved in most 
hospitals in a variety of ways. Max- 
imum savings in the use of alcohol, 
as well as of ether, glycerin and the 
other solvents mentioned, can only 
be had ihrough the cooperation of 
the various users of these items 
throughout the hospitals: Pharma- 
cists, laboratory technicians, nurses, 
physicians and surgeons. 


Hospitals should cooperate with 
government agencies and producers 
by avoiding waste and the unneces- 
sary use of all scarce materials 
wherever possible, in order that our 
current liberal allotments of these 
materials will continue. 


The use of alcohol for cleaning 
purposes should be eliminated 
where this is possible. Operating 
room and surgical ward procedures 
should be checked to determine if 
undue quantities are being used or 
allowed to go to waste. 

Alcohol is a very volatile material 
and will evaporate rapidly from 
open containers. If allowed to stand 
for protracted periods in open top 
jars in which surgical instruments 
are placed, sufficient alcohol will 
evaporate to cause instruments to 
rust. 


Waste of Alcohol 


Pouring alcohol over hands of 
surgeons and nurses in an effort to 
sterilize the hands is ineffective as 
a means of sterilization, but a fruit- 
ful source of waste. Alcohol kept in 
hand basins for this purpose in 
most operating rooms should not 
be discarded at the end of a day’s 
usage. 

This used alcohol should be 
poured into stoppered bottles and 
returned to the hospital pharmacy. 
It may be reclaimed by simple 
chemical procedures and restored 


to proper alcoholic percentage for 
re-use as a hand sterilizing medium. 

The routine in most hospitals 
calls for at least a nightly back rub 
with alcohol for all patients con- 
fined to beds. In some, a dilute 35 
per cent alcoholic solution is used 
for this purpose or is supposed to 
be used, with the customary 75 
per cent alcohol being reserved for 
other purposes. This is unsatisfac- 
tory for both patients and nurses. 
It will not dry promptly, and has 
little therapeutic value. 

With nurses’ time at a premium, 
we found the 70 per cent material 
being used fairly consistently on all 
adult patients in our hospital. 


Use of Substitute 


We are now saving something 
over 100 gallons of our alcohol 
stocks per month by substituting a 
54 Or 55 per cent back-rubbing lo- 
tion composed of 60 per cent U. S. 
P. alcohol by volume, a trace of 
zinc phenolsulfonate as an astrin- 
gent, about 2 per cent glycerine as 
a skin lubricant, 3 per cent acetone 
to increase penetration and a trace 
of suitable odorous oil mixture to 
give the alcoholic compound a 
pleasant odor. 

This is effective in preventing 
skin maceration and bed sores and 
saves both nurses’ time and pa- 
tients’ tempers. No one likes to be 
left in bed with a damp chilled 
back. 


It has been suggested and even 
urged that hospitals discontinue the 
customary mouth washes provided 
for patients, as a means of saving 
alcohol and glycerin. It is stated in 
some official quarters that these are 
not antiseptic in the dilutions gen- 
erally used and have little if any 
therapeutic value. 


Nothing is of much more impor- 
tance to tired and ill patients than 
to be made comfortable and al- 
lowed to rest. A cleansing and re- 
freshing mouth rinse certainly adds 
to the comfort and mental satis- 
faction of ill patients, and should 
not be denied them. We can and 
should make these mouth wash so- 
lutions more concentrated in order 
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to conserve solvents which are bad- 
ly needed for various wartime pur- 
poses. 

For strictly medicinal uses we 
can save considerable quantities of 
alcohol by several expedients. Sim- 
ple solutions of soluble chemical 
salts in distilled water will serve 
therapeutic needs of patients as 
well as the more elegant and pala- 
table elixirs which are so frequently 
prescribed. 

It appears that more tablets and 
pills should now be used: Choco- 
late-coated tablets of extract of cas- 
cara in place of fluidextracts, choco- 
late-coated tablets of sodium sali- 
cylate instead of elixirs provide an 
even more effective means of dis- 
guising the nauseous taste of this 
much-used drug. These substitu- 
tions save both materiaJs and cash. 


Glycerine is a companion item 
which is currently being allocated 
to us in fairly liberal quantities, 
but which must be conserved for 
other essential uses. The Pharma- 
copoeal and National Formulary 
Revision committees have been 
making some temporary changes in 
drug product formulations which 
will aid in conserving this solvent 
and basic chemical material for war 
uses. 


Look for Waste 


Rationing authorities have cut 
down the quantities now permitted 
to remain in soaps, and have sharp- 
ly curtailed the use of glycerin in 
numerous other products. Hospitals 
do not waste as much glycerin as 
might be commonly supposed. We 
should look over our private hos- 
pital drug formulations, however, 
to determine if we can produce 
some further savings without im- 
pairing the therapeutic efficiency of 
these products. 

We shall have to depend on our 
laboratory personnel largely for 
possible substitutions and the con- 
serving of supplies of the other 
scarce and important solvents, such 
as methanol, benzol, toluol, xylol 
and acetone. Some of these techni- 
cians are born careful and conserva- 
tive individuals, while others come 
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into the world apparently to lead 
sloppy and carefree lives. It is diffi- 
cult to change in-born traits. Sim- 
ilar hereditary traits in pharmacists 
are not less obvious. 

A number of the coal-tar bases 
are scarce and must be allocated in 
limited quantities for drug produc- 
tion. This fact should be kept in 
mind when we find it difficult to 
purchase large lots of drugs derived 
from these sources. Those that hap- 
pen to be in short supply at inter- 
vals should be watched carefully so 
that needed stocks do not run too 
low before re-ordering. 


Phenol (or carbolic acid) contin- 
ues to be a necessary hospital item 
of which it has not been possible 
to produce an adequate reserve 
supply, due to the heavy war de- 
mands. The cresylic acids, or crude 
cresols, which we use so extensively 
in disinfectants, are still scarce. 
This calls for some careful super- 
vision to the end that these disin- 
fectants are not wasted. 

Mercury and mercurial drugs are 
extremely high in price, but the do- 
mestic production of quicksilver 
appears to be adequate for all 
necessary uses. Lease-lend demands 
for this material in Russia are re- 
ported to have been met, and it 
should now be possible to accum- 
ulate a more liberal reserve supply 
for domestic needs. 

Cod liver oil of good medicinal 
quality is still available on the mar- 
ket in barrel or drum lots at com- 
paratively reasonable prices. We 
have found it advisable to purchase 
this material in the higher poten- 
cies and dilute it with edible pea- 
nut oil to U. S. P. vitamin stand- 
ards. 

Our outpatient department phy- 
sicians prescribe large quantities of 
this material for children, and in 
seemingly larger doses than neces- 
sary. It appears to be wasteful of a 
scarce essential drug item to dis- 
pense high-potency cod liver oil to 
small children when multiple tea- 
spoonful doses are prescribed for 
daily use. Others may have experi- 
enced a similar development in 
their hospitals. 


Camphor is now manufactui:d 
here synthetically from domes ic 
materials and this production wl] 
supply all of our needs. No subst::i- 
tial advance in price is anticipat«d. 

Lanoline is becoming scarcer, and 
has been allocated since Septem} ier 
first. The present limit of only ‘en 
pounds per month, without the 
necessity of filing requests for in- 
dividual allotments, may present an 
additional supply difficulty to ihe 
larger hospitals. 


Vanilla Beans 

Some vanilla beans have been ob- 
tained through British sources from 
Madagascar, but it appears that we 
must still rely largely on synthetic 
vanillin and Mexican vanilla beans 
for our flavoring needs. We should 
cease heeding demands for high- 
priced pure vanilla extracts for our 
hospital dietary needs, and _ use 
those products which are fortified 
with vanillin and coumarin. Much 
money can be saved at no real sac- 
rifice in flavor value. 

Among the necessary chemical 
products which are in extremely 
short supply, citric acid and caffeine 
remain the two which we are still 
able to purchase in reasonably ade- 
quate quantities at no advance in 
prewar prices. Efforts should be 
made to have hospital physicians 
prescribe citrate of magnesia only 
when considered necessary. In most 
cases, other saline laxatives which 
are much more plentiful will serve 
just as well. If the citrate solution 
is made up in the hospital, the 
quantity placed in each _ bottle 
should be cut to eight ounces. This 
is all a patient will take usually, 
and it provides an effective thera- 
peutic dose, without waste. 

Voluntary conservation efforts are 
badly needed in order to assure 
ourselves of a continuing supply of 
essential materials for the duration 
of the war. We must learn to econ- 
omize—to avoid wasteful practices— 
and to use certain materials for 
some purposes while preferring 
others. Perhaps, as we go along, we 
shall learn a few things which will 
be of considerable value to us in 
the future. 
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CONSERVING 
HUMAN ENERGY Among the Hospital Personnel 


HILE this is no time to make 
OY Adan motion and time 
studies, careful observation while 
walking through the hospital should 
turn up many suggestions for the 
conservation of one commodity 
that is especially precious today— 
the time and energy of employees. 
Presented here are some results of 
one such tour. 

A husky janitor was found to be 
pushing a 12-inch broom down a 
long corridor. He should have had 
a broom 20 to 36 inches wide, thus 
reducing the number of strokes ne- 
cessary. His brush was worn, thus 
causing further wastage of strokes. 
The handle was too short; and 
short broom handles result in low 
production as well as a low back 
pain. 


Economy on Shirts 

Watching the laundry operation, 
it is obvious that the dry tumbling 
of many more items is feasable. An 
example is intern’s shirts. It will 
prevent their being worn (when 
design permits) for street clothes. It 
will save precious hours at the 
laundry presses. The shirts are soon 
acceptable. Laundering labor costs 
can be cut at least 50 per cent. 

It is astounding how many truck 
and ambulance trips can be saved 
if all are cleared through one au- 
thoritative person. Even routine 
schedules should be approved a 
week in advance. Often parcel post 
shipments (even with special deliv- 
ery fees) are adequate at one-fifth 
the cost. 

Industry is investing valuable 
time in the worthwhile education 
of employees. The goal is better 
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employee morale, and one certain 
result is the conservation of em- 
ployee time and energy. 

Hospitals have been late, but 
much can suil be done. Employees 
have to be sold and told again and 
again, in different ways, the value 
of hospital work to the war and the 
value of the non-cash benefits of 
hospital work. 

Many department heads, old- 
timers, need to be adroitly instruct- 
ed in better handling of employees. 
A true asset might result from labor 
being able to express itself. 

The head of the hospital is often 
the most poorly informed person 
on this subject. He is likely to be 
as over-benevolent as the depart- 
ment heads are over-zealous and 
unappreciative of labor’s reason- 
able complaints. 

If the average hospital were sud- 
denly to be classified as a business, 
what labor laws would the admin- 
istrator be breaking? 

Every hospital enjoys certain ex- 
emptions from the laws which ap- 
ply to the business world. Some of 
these are still justifiable, though 
many are hangovers. Unless hospi- 
tals are alert, these conditions will 
be seized by labor in its efforts to 
standardize all working conditions. 
Such action is always to the public 
discredit of the hospital, since in 





This article, the second in a series of two, was 
prepared under the auspices of the Committee on 
Conservation of the Council on Administrative 
Practice, of which Dr. Gorrell is chairman. Other 
members: O. K. Fike, Frank R. Bradley, M.D., 
William E. P. Collins, ‘6. R. Studebaker, Moir P. 

Tanner, Earl C. Wolf, Ellen P. Young, R.N. 


many instances the prerogatives 
have become injustices. 

An example is the length of the 
work week. This is not the time to 
shorten work schedules, but pro- 
gressive administrators have planned 
to reduce hours over forty-four as 
soon as personnel is available. 

Other hospital heads must recog- 
nize that in the more normal years 
to come, shorter hours must be ac- 
complished and plans should be 
made accordingly. 

Hospitals have made great ad- 
vances in the elimination of broken 
hours, and the present personnel 
shortage has done much to accen- 
tuate it. To assume that the trend 
will reverse is a mistake. Today’s 
actions teach that unbroken shifts 
are feasible. Hospitals have ar- 
ranged work schedules to accept 
this fact. 


Payday Procedure 

Most hospitals comply with wage 
regulations. It is important that as 
rapidly as possible the method of 
payment should include: (a) Pay- 
ment at least weekly for those in 
the lower income group, and (b) 
some bank or place of business 
where employees may cash checks. 
(Often this is now done on the 
employer’s time, which makes a 
partially hidden and unnecessary 
cost in many organizations.) 

In many departments, there is a 
tendency for department heads to 
adjust the hours of employment 
and the time of starting to suit their 
personal needs. For example, in one 
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organization some of the steno- 
graphic force start at 8:30 a. m., the 
rest at g a.m., and all get off at 4:30 
p-m. This produces some feeling of 
inequality and injustice. 


Prerogatives 


While uniformity of prerogatives 
for similar and associated type of 
work is highly desirable, it might 
be considered that classification of 
existing practices is still more urg- 
ent. If the pathology department 
provides uniforms and laundry for 
its office force, it does not seem fair 
to ask employees in some other de- 
partment to provide their own. 
Much has been written on this, and 
there are several acceptable plans 
which may vary with the part of 
the country and the nature of the 
institution. 

If uniforms are provided, some 
method of preventing exploitation 
of the honest employee should be 
established. In order to prevent the 
careless one from using more than 
his share of uniforms laundered 
by the institution, such uniforms 
should be put on an exchange basis 
at specified days and hours. 

Many hospitals provide not only 
laundry for uniforms but also for 
personal clothing. In many ° in- 
stances the quality of work done by 
the hospital laundry is so poor that 
employees cannot comfortably wear 
the clothes. Consequently, out of 
their earnings they pay to have the 
work done at commercial laundries. 

This is an extremely important 
problem. Unless a reasonable qual- 
ity of laundry is provided, the em- 
ployee suffers because of misrepre- 
sentation by the hospital of what is 
given in cash and in service. The 
employee who unexpectedly must 
pay laundry bills is taking a pay cut. 

Industry has done some far- 
reaching advance work regarding 
employee nutrition. It seems unfor- 
tunate that hospitals, which pre- 
sumably lead in teaching and prac- 
ticing dietary progress, should, on 
the whole, consider too lightly this 
aspect of employee health. 

The problem is particularly acute 
today when so many older people 
with special diet needs and others 
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with sub-standard health fill the 
ranks. It may be that the dietary 
department should be part of a 
committee representing the hospi- 
tal administration and the medical 
division, not only to maintain well- 
balanced meals for the average 
worker but also to see that older 
employees have the diets they need. 

A hospital is established prima- 
rily for the care of patients, and 
the next consideration should be 
for its employees. In terms of diet- 
ary significance, this means that if 
necessary the public should be ex- 
cluded rigidly from the food service 
department of the hospital if it is 
going to jeopardize the diet cost, 
rationing, and space required for 
the handling of employees. 

Food provided for the night 
shifts, both lay and _ professional, 
should be given careful attention. 
It has been accepted that night 
work -is less desirable than day 
work, and certainly an unbiased 
appraisal of the meals offered the 
night personnel will more than con- 
firm this thought. A major revolu- 
tion would probably result if food 
served the night people were to be 
served to the day personnel. 


“Better late than never” app! es 
today on the subject of training 
department heads the rudiments of 
getting along with employees. As 
busy as these people are, some ti:ne 
should be set aside to teach therm a 
few of the very simple but ire- 
quently neglected rules of hunian 
relations. Because of their simplic- 
ity but frequent neglect, the major 
ones are tabulated here: 

Be sincere, but praise in public 
and criticise in private. 

Be sure you plan the work. 
Change plans as infrequently as 
possible and notify employees in 
advance. 

—Be sure you understand the 
problem and its answer, then pass 
instructions (in writing if possible) 
to the employee. Set a goal if you 
wish. 

—Be a good listener, ask fair ques- 
tions, be understanding and reason- 
ably firm. 

—Be sure the employee under- 
stands the job, that he is taught by 
a competent person of greater rank 
than himself if possible. Review his 
execution of duties periodically. 


—Be generous, never simply just. 





FIRST VICE-PRESIDENT 


When First Vice-President A. J. 
Swanson returned from service over- 
seas as a lieutenant in the Forty-sixth 
Battalion in 1920, he was appointed 
purchasing agent of D Unit, Depart- 
ment of Soldiers Civil Reestablish- 
ment, which operated all soldiers’ 
hospitals in Canada. 

Five years later he was made as- 
sistant superintendent of Toronto 
Western Hospital, and in another five 
years, 1930, he was advanced to gen- 
eral superintendent which post he 
still holds. 

Mr. Swanson ‘has been active in 
hospital organizations for many 
years. He has attended American 
Hospital Association conventions reg- 
ularly since 1925. He served on the 
Council on Hospital Planning and 
Plant Operation in 1938. 

He is past president of the Ontario 
Hospital Association, president of the 
Toronto Hospital Council, director of 
the Ontario Hospital Association, 
member of the administrative board 


of the Blue Cross Plan for Medical 
Care, Ontario Hospital Association, 
and is chairman of the Publications 
Committee of The Canadian Hospital 
Journal. 


HOSPITALS 





An Explanation of Canada’s 


HEALTH INSURANCE PROPOSAL 
THAT HAS HOSPITAL SUPPORT 


HE proposed health insurance 
_ pins now under considera- 
tion by the federal government of 
Canada is of real significance for 
three reasons: (1) Its indication of 
the obvious trend in public think- 
ing; (2) its indication of the atti- 
tude of various professional bodies 
and hospitals towards the proposed 
measure, and (3) the way in which 
the drafting committee prepared 
the draft measure. 

It is also of interest. to members 
of the American Hospital Associa- 
tion because of the frequent ob- 
servation that legislation or meth- 
ods developed in one country seem 
to lend impetus to a parallel de- 
velopment in the other. 

Although not actually a govern- 
ment measure, it was prepared un- 
der instructions from the minister 
of pensions and national health. 
For that matter, both major parties 
in the House have at some time 
or other expressed themselves as 
behind the principle of health in- 
surance. 

The present procedure has been 
to have a committee of permanent 
officials—health authorities, ‘actuar- 
ies, legal advisers, statisticians, 
economists and others—work out a 
measure after consultation with a 
large number of interested groups 
and organizations.* This draft 
measure was then studied by the 
House Committee on Social Secur- 
ity, forty-one in number and repre- 


‘This measure, commonly known as the ‘‘Heag- 
erty Report,”’ after the chairman of the drafting 
committee, Dr. J. J. Heagerty, federal director of 
pub c health services, should not be confused 
with the so-called “Marsh Report,’ a compre- 
hensive plan for general social security compar- 
able to the Beveridge Report and written by Dr. 

. \. Marsh, as economist. 
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senting all parties, which in turn 
heard memoranda submitted by 
nearly forty organizations or bodies 
representing a wide range of in- 
terests and viewpoints. 

This House committee had not 
finished its study of the measure by 
the time the House adjourned in 
July; consequently it reported little 
beyond expressing approval of the 
general principles of the measure. 
There is a widespread feeling that 
the measure may become law at 
the forthcoming session, particular- 
ly in view of the socialistic trend 
revealed in recent regional elec- 
tions. 

With all political parties striv- 
ing to meet public demand for gen- 
eral health protection, those who 
question the advisability of this 
plan are receiving little political 
support from any quarter except 
from the Department of Finance, 
where the magnitude of the finan- 
cial obligation is appreciated. 


Scope of Protection 

The proposed measure would 
provide almost complete health pro- 
tection. Full general practitioner, 
specialist and consultant, and hos- 
pital service would be provided 
without limit. Nursing care and 
drugs within reasonable limits and 
a wide range of ancillary services 
would be furnished. Dental care 
would be limited to children, main- 
ly because of the obvious inability 
of the dental profession to handle 
the rush of adult work that might 
be demanded. 


The measure would involve com- 
bined federal and provincial par- 
ticipation. The federal act would 
be primarily an enabling act only, 
the actual setting up of health in- 
surance being left to the individual 
province. This federal enabling act 
would include a model provincial 
act. Any province adopting this 
suggested pattern, or one “substan- 
tially in the terms” of that outline, 
would be given a substantial fed- 
eral subsidy by way of assistance. 


In addition, the federal govern- 
ment would assist the provinces 
with substantial public health and 
special grants which would be of 
assistance in developing an out- 
standing program of public health 
and preventive medicine, including 
tuberculosis and mental care, ve- 
nereal disease control, professional 
training of health workers and spe- 
cial investigations (Schedule I of 
draft bill). 

The public health provisions 
would also cover food and drug 
control, nutrition, augmented lab- 
oratory facilities, dental hygiene, 
child and maternal hygiene, indus- 
trial hygiene, public health nursing, 
housing, cancer control, heart serv- 
ices, improved school services, epi- 
demiology and research programs. 


In many respects these provisions 
constitute the finest portion of the 
proposal, for nowhere in the world 
to our knowledge, with the possible 
exception of Russia, has such a fine 


Presented at the Americal Hospital Associa- 
tion’s second war conference, Buffalo, 1943. 
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public health program been includ- 
ed in a plan of health insurance. 

It is not settled whether the pro- 
gram will cover all of the people 
or only those below a stipulated 
income. Federal spokesmen have ex- 
pressed the hope that it would 
cover everybody, but this detail is 
one of the many being left to each 
province to determine. 

How will this measure be 
financed? The plan is to be a con- 
tributory one, these contributions 
being supplemented by state assis- 
tance (federal and provincial). It 
is estimated that an insured person 
would pay at the rate of $26 per 
year, or 50 cents per week, for him- 
self and for each adult dependent. 


Limit of 3 Per Cent 

Under no circumstances, 
ever, is his total contribution to 
exceed g per cent of his income. 
A commendable feature is that, al- 
though children are covered, there 
is no assessment for them, thus mak- 
ing it easier for the parents with 
large families. 

If an employee’s salary is so low 
that 3 per cent does not make up 
the $26 (for himself), the employer 
pays the difference. ‘Those unem- 
ployed or otherwise unable to pay 
the full premiums will be assisted 
in whole or in part by the provin- 
cial and federal governments. 

The present proposal is to have 
the executive control in the prov- 
inces under a commission made up 
of representatives of all major 
groups concerned—labor, farmers, 
doctors, hospitals, nurses, etc. 

How would the hospitals fare? 

As stated above, a number of 
representative bodies were invited 
in the spring of 1942 to make rec- 
ommendations to the drafting com- 
mittee. Actually the Canadian Hos- 
pital Council was the first body to 
do so. A series of twenty-one prin- 
ciples was presented (C. H. C. Bul- 
letin No. 41) and many details were 
discussed at subsequent conferences. 
Later a more comprehensive mem- 
orandum was presented by the 
hospitals to the Committee on So- 
cial Security (C. H. C. Bulletin 


No. 43). 


how- 
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The draft bill as it now stands 
seems to be fair to the hospitals. 
There is free choice of hospital as 
well as of doctor; voluntary hospi- 
tals are to be fully and impartially 
utilized; and staffing arrangements 
are, not to be disturbed. General 
ward service is to be provided, but 
private accommodation may _ be 
taken by paying the difference in 
charges. 

There is a choice of methods by 
which hospitals may be paid. Pro- 
prietary hospitals are not eligible, 
except where voluntary or munici- 
pal hospitals do not operate, but 
there are relatively few proprietary 
beds in Canada and these hospitals 
as a whole are small and none too 
well equipped. 

The Canadian Hospital Council 
is to be given representation on the 
National Council on Health Insur- 
ance and the provincial bodies on 
the respective provincial Commis- 
sions. 

It is our impression that the hos- 
pitals across Canada are generally 
in favor of the principle of health 
insurance. Very little contrary opin- 
ion has been expressed. There was 
remarkable unanimity in the think- 
ing of our C. H. C. Health Insur- 
ance Committee, representing as it 
did lay and religious groups, Eng- 
lish and French speaking members 
and voluntary as well as municipal 
hospitals. 

Our hospitals realize that we have 
not yet adequately solved the prob- 
lem of relieving the public of the 
oppressive burden of sickness. We 


* have lightened the burden by vari- 


ous means, but anyone familiar 
with the health needs of the people 
cannot but realize that so far we 
have only evolved partial solutions 
and ones which so far have been 
applicable to but a portion of the 
total population. 
Problems Unsolved 

We still have not adequately 
solved the problem of medical care 
for rural areas nor for the indigent, 
and we have not evolved as yet a 
satisfactory solution for the care of 
the patient who is just above the 
indigent class—the so-called “low in- 
come” person. 


For the majority of our popvia- 
tion there is still an economic, aiid 
in too many cases, a geographic b.ir- 
rier, between him (and his fami'y) 
and early and adequate diagn« sis 
and treatment. 

We are intensely proud of cur 
system of hospital care and feel that 
our hospital boards and their st: ffs 
have given noteworthy service, of- 
ten under great difficulties. Fron: a 
hospital angle, however, we realize 
that our voluntary system has not 
been able to serve all rural areas 
as adequately as we would like. 

We find, too, much evidence of 
lack of coordinated planning, re- 
sulting in unnecessary gaps in serv- 
ice on the one hand and in some 
places unnecessary duplication on 
the other. This occurs in communi- 
ties of all sizes, but particularly in 
those of medium density of popula- 
tion. 


Confusion Over Eligibility 

We have in Canada an excellent 
system of municipal payment to 
voluntary hospitals for the care of 
indigents, but in actual operation 
there is considerable controversy 
over the determination of indi- 
gency, residency and other factors. 
Hospitals would welcome a system 
wherein these bases for argument 
were eliminated. 

What about the professional 
groups? The Canadian Medical As- 
sociation passed a resolution last 


_ January by unanimous vote of its 


general council, approving the prin: 
ciple of health insurance, and ex: 
pressed itself in favor of a plan 
which would “secure the develop- 
ment and provision of the highest 
standard of health services, preven- 
tive and curative, if such plan be 
fair both to the insured and to all 
those rendering the service.” This 
decision was not made hastily, but 
only after several years of study and 
discussion by that body. 

The Canadian Nurses Associa- 
tion in its submission stated: “The 
Canadian Nurses Association wish- 
es to assure the Special Committee 
on Social Security that its members 
very earnestly desire to share in the 
development of a plan which will 
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safeguard and promote the health 
of the people of Canada.” It then 
outlined the basis upon which it 
would like to participate. The Ca- 
nadian Dental Association did not 
express itself in favor or otherwise, 
but presented a practical basis upon 
which the dentists could be in- 
cluded. 

As for the specific measure now 
before us, it is our impression that 
the hospitals generally approve the 
bill as now drafted. Some of the 
details are not entirely to our lik- 
ing, some are a bit ambiguous, and 
some might permit a province to 
pass very undesirable legislative de- 
tails or regulations; some of our 
number would prefer to see the 
measure delayed until after the war. 
Some would like to see the model 
provincial act deleted. Nevertheless 
the measure would seem to have 
provided for most of the recom- 
mendations of the hospital, medical, 
nursing and dental committees, and 
to be reasonably satisfactory. 

At the same time, I think I speak 
not only for the hospitals but for 
the professional groups named, 
when I say that in giving support 
to the measure to this stage, we 
are prepared to withdraw that sup- 
port should revisions in the com- 
mittee, in the House, or in the 
Senate lead us to believe that the 
measure would lower, rather than 
raise, the quality of service, or ul- 
timately lead to a ‘leterioration in 
our health servic 


Above Politics 

Even though it passes the federal 
Houses without damage or dismem- 
berment, it may be sadly mutilated 
in the individual provinces. We 
want it kept out of politics—and 
that will mean a continuous fight. 
The regulations may not be satis- 
factory, payment may not be ade- 
quate and 1 may be 
threatened. 

For these and other reasons we 
welcome the inclusion in the fed- 
eral measure of a “model provin- 
cial act” - with appended model 
regrlations. This model provincial 
act, leaving as it does many of the 
details to the provinces, is the 
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strongest possible safeguard to our 
voluntary hospitals, should one or 
more of the provinces elect a gov- 
ernment unfriendly to the principle 
of voluntary effort. 


To Keep Volunteer System 

We are particularly anxious that 
this health insurance development 
should preserve, not destroy, our 
voluntary system. Our voluntary 
hospitals, lay and religious, have 
bequeathed to us a heritage of serv- 
ice and of public sentiment that 
has been one of the finest gems of 
our civilization. 

Lose that and we have lost much 
more than so much brick and do- 
nated service; we have lost one of 
the most powerful influences in any 
community for fostering the spirit 
of altruism and public service. 
Health insurance has the potentiali- 
ties inherent within itself either to 
destroy or to preserve our voluntary 
system. 

We believe that the voluntary 
system can be preserved and made 
to thrive under health insurance, 
provided proper safeguards be set 
up in the beginning. In fact, by 
reasonable supervision of expendi- 
ture and operational methods, by 
reduction of unnecessary overlap- 
ping and by assurance of adequate 
maintenance revenue, we think that 
philanthropy for capital expendi- 
tures can be stimulated. 

In other words, greater confi- 
dence that a real need is being 
served, that good business methods 
are being employed and that sub- 
sequent operational solvency is as- 
sured should augment, not retard, 
contributions from those who exer- 
cise judgment and discrimination 
in their philanthropy. 

Most concern is felt by the teach- 
ers in medical schools. If all of the 
people are covered, or all below a 
certain income level, and all are 
enabled to have private medical 
care, what will happen to outpa- 
tient departments and to teaching 
wards? This has been thoroughly 
discussed in medical circles. The 
draft measure now requires that, 
with the exception of those who 
take private or semi-private accom- 


modation, all insured persons “shall 
be available for clinical observa- 
tion” (31. (1 (i)). 

Hospitals are also permitted to 
have “closed wards” if desired. 
There is to be, too, additional re- 
muneration to teaching hospitals to 
finance added facilities and en- 
courage patronage. Many feel that 
these provisions should suffice, but 
to more fully meet the need and to 
avoid the cry raised by certain 
people of class distinction, the Ca- 
nadian Medical Association has 
recommended that all patients, irre- 
spective of the type of accommoda- 
tion, be made available for teach- 
ing, should such be desired. That 
should be fair enough. 

Many of our districts have active 
hospital prepayment plans, some of 
them approved as Blue Cross plans. 
The Plan for Hospital Care in On- 
tario is fast approaching the quarter 
million mark. It is realized that 
general health insurance would 
probably render these plans un- 
necessary. 


Growth Insufficient 


This has been a matter of deep 
concern to many of us who, over 
the years, have so strongly sup- 
ported these highly commendable 
plans. We have hoped that these 
plans could so develop that the cry 
for general health insurance would 
be stifled. We have had to admit, 
however, that their growth, excel- 
lent though it has been, has not 
been sufficiently rapid nor have the 
benefits been sufficiently broad, to 
satisfy the demand of the general 
public for a complete coverage ap- 
plicable to all people. 

The lamentable slowness with 
which parallel medical plans have 
been sponsored or proved accept- 
able has not made it easier for the 
Blue Cross plans to meet these 
needs. We would hope that there 
might be a place for the voluntary 
plan above the income level for 
compulsory inclusion, but if all 
people be covered, this possibility 
would be limited. 

Although favoring compulsory 
health insurance, the hospitals and 
professions do not want to see state 





medicine introduced. By “state 
medicine” we mean a non-contri- 
buting form of state-operated medi- 
cine wherein all participants, in- 
cluding hospitals and _ doctors, 
would be direct servants of the 
State. 

The latter has certain advan- 
tages, but many disadvantages and 
would destroy without sufficient 
compensation many of the fine fea- 
tures of our present-day system, 
features which could be retained 
under a soundly drafted contribu- 
tory form of health insurance. 

Perhaps health insurance may 
ultimately lead to state medicine, 


as feared by some, but we take the 
viewpoint that it is more likely to 
go on to that stage, and through a 
disastrous series of transitions, if 
our professional bodies and hospi- 
tals do not step in in this formative 
stage and lend their invaluable ex- 
pert knowledge to the drafting of 
any plan adopted. 

Only by so doing can we be as- 
sured of a measure which will be 
fair to the public and to those giv- 
ing the service, be workable in de- 
tail, be actuarially sound and pre- 
serve as many as possible of the 
finer traditions and principles of 
our voluntary system. 





A Report on Alospital People at War 


(From a release by the Office of War Information.) 


The Medical Department of the 
Army comprises approximately 500,- 
ooo enlisted personnel and 117,000 
officers, including nurses of commis- 
sioned rank. The officer personnel 
includes 37,000 in the Medical 
Corps, 12,000 in the Dental Corps, 
1800 in the Veterinary Corps, 425 
physiotherapists, 11,500 in Medical 
Administration, 1700 sanitary corps 
officers and 33,000 nurses as of Aug- 
ust 1, 1943. To this is added a 
staff of approximately 700 commis- 


sioned experts in dietetics and. 


nutrition. 


The naval problem does not 
wholly coincide with that of the 
Army except in the instance of 
naval medical officers who serve 
with the Marine Fleet Force. Army 
doctors find it necessary to handle 
considerable administrative work 
which, in the Navy, devolves upon 
the Hospital Corps, whose officers 
hold temporary rank as high as lieu- 
tenant commander. 

Corpsmen also have their schools 
and special training. The skill and 
versatility of corpsmen is illustrated 
by the pharmacist’s mate who, on 
a submarine, performed an emer- 
gency appendectomy. Work of this 
kind is by no means within the line 
of their duty, but the case is cited 
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as a sample of the caliber of the 
corpsmen in the Navy. 

The hospital corpsmen have their 
own training courses and schools at 
various naval hospitals. According 
to previous qualification, they may 
leave this school with ratings from 
hospital apprentice, second class, to 
pharmacist’s mate, second class. 
From this school, men are usually 
assigned to Navy hospitals in con- 
tinental United States but may go 
directly to combat duty. 

Hospital corpsmen cover a wide 
field of activity clerical work and 
correspondence, hospital and case 
records hospital supplies mainte- 
nance and distribution, pharmacy, 
chemistry and allied duties. 

They do first-aid and minor sur- 
gery and help in operations. They 
embalm and assist at autopsies. 
They may become assistant public 
health officers or do work in x-ray. 
They also do ward nursing, plan 
camp sites and carry on field sani- 
tation, do commissary duty in hos- 
pitals, including purchase and ac- 
counting. 

The corpsmen had a higher pro- 
portion of personnel decorated than 
any other fighting unit during the 
last war, when they performed their 
mercy missions on the Western 


Front. Pharmacist’s mates repres: nt 
the medical department on gin- 
boats, mine layers and sweepers, 
tugs and submarines. They are re. 
sponsible for the health of the ciew 
and the sanitation of ships to which 
no medical officer is attached. 

Quite a number of hospital corps- 
men have received the Navy cross 
and lesser decorations including 
the Silver Star and the Navy and 
Marine medal for heroism and for 
efficient performance of their duty. 

The Silver Star was awarded 
posthumously to Paul Stanley Fra- 
ment, pharmacist’s mate, third class, 
and a destroyer was named for him. 
He died from wounds received on 
Guadalcanal where he was serving 
with the marines. 


William John Ward, pharmacist's 
mate, first class, received a citation 
and the Navy and Marine Corps 
medal “for heroic conduct follow- 
ing the attack on the USS Neosho 
by Japanese aerial forces on May 7, 
1942.” 

The Army trains enlisted person- 
nel for work similar to that of the 
hospital corpsmen in Camp Grant, 
Ill., and Camp Barkeley, Tex. They 
also have officer candidate schools 
for medical administrative person- 
nel at Carlisle Barracks, Pa., and 
at Camp Barkeley. 


At these replacement training 
centers, the emphasis is on one line: 
“This knowledge may save a !ife!” 
Men undergoing training at these 
posts have thorough drilling in first 
aid under simulated battle condi- 
tions with live ammunition. They 
learn to carry litters, with casual- 
ties, over fences and rocks, over 
walls and down cliffs. 


They learn to handle medical 
corps equipment and installations. 
For instance, from the two trucks 
that carry it, they can set up a lead- 
lined room with a modern x-ray 
apparatus in 12 minutes. They are 
organized for the treatment of the 
wounded from the company aid 
group, and litter bearers, straight 
through to base hospitals. They are 
an essential part of the Army’s or- 
ganization to provide the best pos- 
sible care for the personnel. 
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Blue Cross News 


Survey Shows Trend to Cover 


NEW AREAS 
Through Expansion and Mergers 


Sm activity of Blue Cross Plans 
continues to approach nation- 
wide completeness by moves to es- 
tablish benefits in new states and 
to merge the activities of plans 
within state boundaries. 

The Tennessee Hospital Associa- 
tion, at a special meeting in Nash- 
ville, October 13 and 14, officially 
agreed to sponsor the Blue Cross 
plan for residents of the state. A 
Council on Hospital Service Plans, 
under the chairmanship of T. H. 
Haynes, superintendent of Knox- 
ville General Hospital, was ap- 
pointed to recommend methods for 
placing the plan in operation. 
Other members of the council are: 

Dr. Henry Hedden, superintendent of 
Methodist Hospital, Memphis. 

Sister Lydia, superintendent 
Thomas Hospital, Nashville. 

George W. Eutsler, director of Com- 
munity Hospital Service and Holston Val- 
ley Community Hospital, Kingsport. 

Clarence P. Connell, superintendent of 
Vanderbilt University Hospital, Nashville. 


Ray McDonald, newspaper publisher 
and hospital trustee, Chattanooga. 


of St. 


The Board of Trustees was given 
authority to proceed with organi- 
zation. Maurice J. Norby, research 
director of the Hospital Service 
Plan Commission, consulted with 
the organizing committee, and it 
appears that a nonprofit, free-choice 
hospital service plan can be organ- 
ized within the framework of exist- 
ing legislation. 


NOVEMBER 1943 


A special committee of the Utah 
Hospital Association has explored 
the possibilities of a statewide or- 
ganization under existing laws, 
which would provide service bene- 
fits to subscribers. W. S. McNary, 
executive director of Colorado Hos- 
pital Service, has consulted with 
medical and hospital leaders as well 
as state officials. 

There has been a rapid growth 
of industrial groups in the Utah 
Valley which contains the cities of 
Logan, Ogden, Salt Lake City and 
Provo. It is intended that a stace- 
wide organization would limit its 
operation at the outset to this area, 
which contains approximately four- 
fifths of the population. 

* * * 

The Florida Hospital Association 
will meet in November to give final 
consideration to the establishment 
of a statewide plan for hospital 
service. The meeting is being called 
by W. E. Arnold, executive director 
of St. Luke’s Hospital, Jacksonville, 
president of the Association. 

St. Luke’s Hospital has admin- 
istered a single hospital plan for 
more than ten years, and expres- 
sions of interest from other hospi- 
tal administrators and communi- 
ties, indicates a probability of suc- 
cess for the statewide venture. 
Among those especially interested 
have been H. A. Cross, superintend- 


ent of Good Samaritan Hospital, 
West Palm Beach, and Dr. Charles 
L. Clay, director of the James M. 
Jackson Memorial Hospital in 
Miami. 

* * * 

The Northwest Hospital Service 
Association, which originally cov- 
ered the state of Oregon, is now 
actively at work in the Puget Sound 
area of the state of Washington. 
M. F. Bradley, director, reports that 
among the first groups to be en- 
rolled is the personnel of the large 
Puget Sound Navy Yard at Brem- 
erton, where a modern hospital re- 
cently constructed through a Lan- 
ham Act grant will assure the resi- 
dents of adequate facilities. 

Enrollment will soon expand to 
other industrial centers. Meanwhile, 
the Northwest Plan has inaugur- 
ated a significant experiment in the 
enrollment of members of a Poultry 
Cooperative, by which 50 per cent 
of the “egg growers” have been 


enrolled. 
* * * 


As of November 1, the Blue 
Cross plan conducted by Flint- 
Goodridge Hospital of Dillard Uni- 
versity, New Orleans, becomes a 
part of the Hospital Service Associa- 
tion of New Orleans, of which Ed- 
ward Groner is manager. The 
Flint-Goodridge plan was estab- 
lished in 1936 as an experimental 
one-cent-a-day plan for Negro 
workers and their families. The 
operations have been financially 
successful, but it was believed that 
greater enrollment and administra- 
tive activities would be achieved 
through participation in a com- 
munity-wide organization. The ac- 
tion to merge came as a result of 
the formal approval of the Board 
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of Trustees of Dillard University 
and the Hospital Service Associa- 


tion. eo « Se 


The Ashland Hospital Service 
Association, Ashland, Ky., J. H. 
Mathewson, secretary, one of the 
first approved in the United States, 
is giving consideration to a formal 
coordination of its activities with 
those of Community Hospital Serv- 
ice, Inc., Louisville, D. Lane Tynes, 
executive director. The Board of 
Trustees of the Louisville organiza- 
tion recently authorized expansion 
in statewide operations and a 
branch office has already been es- 
tablished in Lexington. Enrollment 
is also proceeding in Frankfort, 
Owensboro and other communities. 

* * * 


Hospital Service Plan, Inc., Nor- 
walk, Conn., and the Connecticut 
Plan for Hospital Care, with head- 
quarters in New Haven, have ap- 
pointed a joint committee to dis- 
cuss statewide organization and 
operation, with a single enrollment 
procedure and uniform subscription 
rates and hospital benefits. The 
combined enrollment is approach- 
ing 400,000 participants. Each has 
been in operation approximately 
seven years, and joint activity would 
give promise of increasing enro!I- 
ment and community service. 


* * * 


290 DAYS’ CARE 

A Nebraska doctor and his wife 
were admitted to the hospital a 
dozen times, receiving 290 days of 
care during two and one-half years’ 
membership. The Associated Hos- 
pital Service of Nebraska paid the 
hospital $780.80 for this service, 
but the family membership dues 
amounted to only $37.50. At this 
rate, the doctor and his wife could 
continue to pay Blue Cross dues for 
more than fifty years, and still show 
a dividend on their investment. 


PERSONNEL CHANGE 

Mr. A. F. Noyes, formerly Enroll- 
ment Director of the Associated 
Hospital Service of Baltimore, has 
been appointed Enrollment Man- 
ager of the Richmond Hospital 
Service Association. 
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ATTRACTIVE POSTER EDUCATES VISITORS 


John H. Hayes, superintendent 
of the Lenox Hill Hospital in New 
York, and Miss Liboria Zahorna of 
Associated Hospital Service of New 


* York discuss the new visiting regu- 


lations poster which was developed 
by the New York Plan. The borders 
of these posters are being made 
available to hospitals throughout 
the country, on request, and each 
hospital is free to put its own mes- 
sage in the center. 

“We don’t like restrictions or 
signs,” said Mr. Hayes, “but these 
days we have no choice. We find 
the public understanding and co- 


operative when the reasons for both 
are made clear to them.” 

The poster shown above requests 
that visitors voluntarily restrict the 
frequency of their visits and send 
fewer gifts to patients, especially 
if the gifts require care. Send books 
and magazines, it suggests, and 
make the visit as brief as possible. 
Don’t discuss war, illness, or any- 
thing that will excite the patient. 
Speak quietly. Walk softly, and 
make no unnecessary telephone 
calls in order that telephone lines 
may be kept clear for emergencies. 





Report on Hospital Admusstons 


The peak quarter of hospital 
utilization by Blue Cross Plan mem- 
bers in the current year drew to a 
close in the month of September. 
Following the pattern of other 
years, incidence rates among plan 
patients were higher than normal 
during the months of July, August 
and September, probably caused by 
the concentration of short-stay cases. 

The September admission rate 
was less than during August when 
admissions reached the highest 
point in the year. However, the 
September 1943, utilization was 
greater than during corresponding 
months in 1941 and 1942. The an- 


nual average rate of hospital ad- 
missions in September 1943, was 
113.4 patients per thousand partici- 
pants. This was about 2 per cent 
more than in September 1942, and 
3 per cent more than in September 
1941. However, the average rate for 
the nine months ending September 
30, 1943—107.5 patients per thou- 
sand participants—was 2 per cent 
less than during the comparable 
period in 1942. Likewise, the twelve- 
month average, 105.6 patients per 
thousand participants, was almost 
2 per cent less than during the same 
period of 1942. 


Admissions during September 
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1943 were more frequent among 
large plans. This represents a break 
from the experience of preceding 
months when admissions were more 
frequent among small plans. 

The average length of stay re- 
ported by one-fourth of all ap- 
proved plans was seven days. ‘This 
was within one-tenth day of the 
low point for the year reached 
during June and it reflects the high 
incidence of tonsil, adenoid and 
other short-stay cases. It is possible 
that even though the incidence rate 
during the third quarter was greater 
than during the two _ preceding 
quarters, the actual number of hos- 
pital days provided to patients may 
have been less because of the low 
average length of stay. 


NOW IS THE TIME 


President Frank J. Walter of the 
American Hospital Association and 
E. A. van Steenwyk, chairman of 
the Hospital Service Plan Commis- 
sion, agree that now is the time for 
hospitals to cooperate in the ex- 
tension of Blue Cross plans. 


“Hospital administrators must 
realize that this is the time to 
build for the future. When the rush 
of war production ceases, and in- 
dustry settles back to normalcy, and 
there will be room in hospitals, 
then it will be too late to develop 
Blue Cross plans—for the federal 
government will have stepped in 
by that time. Therefore, our big- 
gest problem at the present mo- 
meiit is to extend the services of 
our plans as rapidly and as exten- 
Sive'y as possible.” 


NO’ EMBER 1943 


Blue Cross Makes Record Growth 


Blue Cross enrollment increased 
more rapidly during the first three 
quarters of 1943 than during any 
previous corresponding period in 
the history of plans. More than one 
and three-quarter million partici- 
pants were added to membership 
during the nine months ending 
September go. This brought the 
total number of participants on 
October 1 to 12,750,000 persons, in- 
cluding about one-half million 
members in the armed forces whose 
contracts have been deferred for the 
duration of the war. 

Growth during the third quarter 
was more than a half million mem- 
bers and exceeded increases during 
all previous third-quarter periods. 
The increase during July, August 
and September was 38 per cent 
greater than during corresponding 
months in 1942 and 18 per cent 
greater than in 1941. Of the total 
net gain in participants during the 
third quarter of this year 65 per 
cent were family members and 35 
per cent were subscribers. This high 
percentage of family members ex- 
ceeded the percentage of family 
members enrolled during other 
third-quarter periods. 

Nineteen plans each added more 
than ten thousand participants to 
their membership rolls during the 
quarter ending September 30. The 
greatest growth, 55,000 participants, 
was reported by the Pittsburgh 
Plan. Eighteen other plans with 
headquarters in Newark, Philadel- 
phia, Boston, Cincinnati, Milwau- 
kee, Cleveland, New York City, 
Chicago, Toronto, Buffalo, Balti- 
more, Portland, Ore., St. Louis, Des 
Moines, Durham, New Haven, 
Rockford and Denver each added 
more than ten thousand _partici- 
pants during the period. 

One-half million participants or 
more had been enrolled on October 
1 by each of the nine plans (listed 
according to size) with headquar- 
ters in New York City, Detroit, 
Cleveland, Pittsburgh, Boston, New- 
ark, St. Paul, Philadelphia and 


Chicago, and an additional twenty 
plans each had enrolled more than 
100,000 participants. These 29 
plans, which represent 37 per cent 
of all approved plans, accounted 
for almost 85 per cent of the total 
Blue Cross membership. 


THE POST SUPPORTS 


The September 25 issue of the 
Saturday Evening Post carried an 
editorial entitled “Do We Need 
Federal Medicine?” The editors 
advocate giving voluntary hospital 
service plans a chance, and suggest 
federal support only where needed. 
The superiority of Blue Cross plans 
was emphasized as opposed to some 
“miracle having the typical political 





POST @ 


asks a question . . 





_ BLUE CROSS PLANS 


_ give the answer .. 








characteristics of unlimited promise 
and meager performance.” 


“This Cross Is Blue,” an article 
by J. C. Furnas, appeared in the 
October 2 issue of the Post, which 
gave a complete picture of the Blue 
Cross movement. This has also been 
reprinted. Mr. Furnas describes the 
general operation of plans, and 
cites examples of benefits received 
by subscribers. He tells of the fine 
reception hospitals and doctors 
have given the movement and men- 
tions some of the early stumbling 
blocks which had to be overcome. 
He also discusses present difficulties, 
emphasizing the proposed Wagner 
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Bill. He concludes on a note of 
confidence, however, by saying that 
“Blue Crossers” are not easily de- 
feated. 


RADIO 


The question, “Are Local Health 
and Medical Services a Federal 
Problem?” was debated in a broad- 
cast of America’s Town Meeting of 
the Air over the Blue Network, Oc- 
tober 14. Speakers were E. A. van 
Steenwyk, chairman of the Hospital 
Service Plan Commission, and Na- 
than Sinai, D.P.H., School of Public 
Health, University of Michigan; 
the interrogators were Abel Wol- 
man, professor of sanitary engineer- 
ing at Johns Hopkins University 
and Dr. H. H. Bauckus, president- 
elect of the New York State Medical 
Association. 


* * * 


“Postwar Health Planning” was 
the title of a Mutual network pro- 
gram which was heard on the Amer- 
ican Forum of the Air, September 
21. Participants were: Henry J. 
Kaiser, Dr. Morris Fishbein, editor 
of the Journal of the American 
Medical Association; Dr. Ernst P. 
Boas, chairman of the Physicians’ 
Forum for the study of medical care; 
Dr. Kingsley Roberts, director of 
Medical Administration Service; 
Dr. Louis H. Bauer, chairman of 
the Council on Medical Service of 
the American Medical Association, 


and Robert J. Watt, international 
representative of the American Fed- 
eration of Labor. 


* * * 


“How Pay Hospital Bills?’ was 
the subject of a discussion by Presi- 
dent Frank J. Walter of the Ameri- 
can Hospital Association, Arthur 
J. Altmeyer, chairman of the Social 
Security Board, and E. A. van Steen- 
wyk, chairman of the Hospital 
Service Plan Commission, which 
was heard over CBS during the War 
Conference at Buffalo. 


HALF-PAGE 


The Minnesota Hospital Service 
Association has found that the best 
way to get generous space in the 
newspapers is to invest enough time 
to build up a good story of the 
comprehensive efforts of all state 
agencies to improve the health of 
the citizens. 


In a recent issue of the Minne- 
apolis Sunday Tribune, a half-page 
was given a story written by the 
plan’s public relations director, 
Margaret Reagan. 


The six-column story covered the 
Board of Public Health, Com- 
municable Disease Control, Train- 
ing of Hospital Personnel, Crippled 
Children’s Program, and others, de- 
voting only a small portion of the 
space to the story of Blue Cross pro- 
tection. 








When Arranging for Admission 


... Please Present Your 


The Associated Hospital Service of New York designed an attractive blue and white 
admission desk card for use in member hospitals. The card, shown above, measures 9 by 51/2 
inches. Prices for cards carrying individual imprint can be obtained from the New York plan. 
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A FRIENDLY GESTURE 

The following item is quote | 
from the National Underwriter «{ 
September 16th: “Insurance agen‘s 
who do any volume of accident ar] 
health or hospitalization insuran:e 
business are not accustomed to looi- 
ing with friendly eyes at the nou- 
profit hospital association plans aii 
medical and surgical expense plauis. 
Yet the threat of federal hospitil- 
ization and medical care proposals, 
particularly in the Wagner bill, is 
so much more dangerous than any 
competition that could possibly 
come from hospital or medical care 
plans that it might well behoove 
regular insurance men, particularly 
those in the field, to give their aid 
or at least their sympathy to the fur- 
thering of the non-profit type of hos- 
pital and medical care set-ups.” 





BLUE CROSS LITERATURE 
AVAILABLE TO HOSPITALS 











The Hospital Service Plan Commission 
offers to interested hospitals the following 
new items of special literature. 


No. 642. How Pay Hospital Bills? A re- 
print in booklet form of the Altmeyer- 
van Steenwyk radio broadcast from Buf- 
falo during the Wartime Conference. 


No. 643. This Cross Is Blue, by J. C. 
Furnas. A special reprint in miniature 
size of the recent Saturday Evening 
Post article. 


No. 644. Reprint in folder form of the 
recent editorial in the Saturday Evening 
Post. 


No. 645. Passport to Worry-free Recov- 
ery; a new folder, eight pages, which 
lists all the approved plans. 


No. 601. Annual Report of the Director 
—Blue Cross, a Record and a Chal- 
lenge,” by C. Rufus Rorem, director 
Hospital Service Plan Commission. 


No. 602. Conference Papers. Reprints of 
the papers read by Blue Cross execu- 
tives at the Buffalo conference. 


No. 603. Reprint from HOSPITALS, 
October issue, of the Altmeyer-van 
Steenwyk discussion on social security 


measures. 
* * & 


Copies of the “Post-War Health Plan- 
ning” broadcast, transmitted September 
21, 1943, may be obtained by sending 
ten cents to the American Forum of the 
Air, Washington, D. C. 

Copies of the broadcast on the subject, 
“Are Local Health and Medical Services 
a Federal Problem?” transmitted October 
14, 1943, may be obtained by sending 
ten cents to America’s Town Meeting of 
the Air, Town Hall, 113 West 43rd 
Street, New York City. 
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Facts A bout the 400,000-Bed 


FEDERAL SYSTEM 
Of Hospitals Operated by Eight Separate Agencies 


aon it is taking in too much 
territory to say that the biggest 
single operator of hospitals in the 
world is your Uncle Sam; but cer- 
tainly he runs the largest group of 
hospitals in the United States— 
close to a thousand of them today. 


Even before the huge wartime 
expansion of Army and Navy hos- 
pitals took place, there were over 
450 federal hospitals. They range 
all the way from a small ten-bed In- 
dian hospital to the huge 7500-bed 
St. Elizabeth’s Hospital in the Dis- 
trict of Columbia. The capacity of 
this group before the war was 
nearly 175,000 beds—more than 10 
per cent of all the hospital beds in 
this country; today it approximates 
four hundred thousand. 


It includes mental institutions, 
general hospitals including typical 
municipal hospitals, tuberculosis 
sanatoria, convalescent hospitals, 
research centers, and special hos- 
pitals for the treatment of leprosy, 
cancer, drug addiction, and ve- 
nereal diseases. 

There is in the federal service a 
very sizable group of hospital ex- 
ecutives who are seriously faced 
with and interested in solving their 
management problems 
which are in many ways compar- 
able to those with which voluntary 
hospital people are constantly 


common 


wrestling. 

In his own local sphere of opera- 
tions, each of these federal admin- 
isttators is dealing. with problems 
of ‘roperly organizing his hospital, 


, Presented at the American Hospital Associa- 
tion’: second war conference, Buffalo, 1943. 


NOVEMBER 1943 


FRED A. McNAMARA 


CHIEF OF BUSINESS MANAGEMENT SECTION, DIVISION OF ADMINISTRATIVE MANAGEMENT, U. S. 


BUREAU OF THE BUDGET 


staffing his hospital in the face of 
manpower shortages, maintaining 
employee morale and improving 
working conditions, controlling op- 
erating costs, obtaining priorities, 
converting his heating plant, cop- 
ing with rationing, fitting his fa- 
cilities into the community emer- 
gency medical program of the Office 
of Civilian Defense, and many 
others so familiar to every hospital 
administrator. 


Uncle Sam is the largest em- 
ployer of hospital personnel—nearly 
ninety-seven thousand civilian em- 
ployees alone, with an annual pay- 
roll of 155 million dollars. The 
many thousands of military and 
naval commissioned and enlisted 
hospital personnel are additional. 

He is the heaviest purchaser of 
hospital supplies and equipment. 
For the fiscal year ending June 30, 
1941 (before Pearl Harbor and the 
wartime hospital expansion) the 
cost of operating the federal hos- 
pital system was approximately 140 
million dollars. 


In reality, the federal hospital 
system comprises a number of com- 
pletely independent groups of hos- 
pitals, each group being separately 
administered under a_highly-cen- 
tralized management, and _ each 
group providing hospitalization for 
a particular category ‘of benefici- 
aries for whom Congress has pro- 
vided hospitalization by the federal 
government. 


Prior to the war, six different 
federal agencies and the District of 
Columbia operated these groups 
of hospitals. —Two new wartime 
agencies—the War Relocation Au- 
thority and the War Shipping Ad- 
ministration—have now been added 
to this number. At this point, per- 
haps a‘ brief description of the hos- 
pital organization of each of these 
agencies would prove interesting to 
you. 

The Medical Department of the 
Army, as would be expected in 
view of the huge size of the military 
forces, is operating today over half 
of all the federal hospitals in this 
country. The great majority of 
them, of course, are of temporary 
construction or acquisition and 
will not be continued after the 
war. The Army hospitals are di- 
vided into two major groups—gen- 
eral hospitals and station hospitals. 

The term “general” is not used 
to indicate that these are general 
medical and surgical, as differen- 
tiated from mental and tuberculosis 
hospitals, but rather it is applied 
to that large group of hospitals 
which are not attached to some 
Army post, camp, or other military 
installation. They serve as hospital 
centers to which cases requiring 
prolonged or specialized treatment 
are transferred from the more nu- 
merous station or post) hospitals 
or to which overseas casualties may 
be evacuated. 

Before the development of our 
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national defense program started 
in 1940, the permanent hospital 
facilities of the Medical Depart- 
ment of the Army included five 
general hospitals and 110 station 
hospitals, with a total capacity of 
about ten thousand beds. Today in 
this country alone, there are fifty- 
six general hospitals in operation 
or under construction and approxi- 
mately 450 station hospitals. 


The War Department also op- 
erates another, though compara- 
tively much smaller group of hos- 
pitals, the five local civilian hospi- 
tals maintained by the Panama 
Canal Government on the isthmus. 
They include the well-known Gor- 
gas General Hospital at Balboa, 
two other general hospitals (one at 
Colon and the other at Margarita), 
a 350-bed mental institution at 
Corozal and a 140-bed leprosarium 
at Palo Seco. 


The Navy Department is now 
maintaining the second largest 
number of federal hospitals—ap- 
proximately 275—the major portion 
of which comprises wartime expan- 
sion. Like the War Department, 
the Navy has two major designa- 
tions for its ~ institutions—the 
United States Naval hospitals and 
the Navy dispensaries. 


The fifteen prewar naval _hos- 
pitals, with five thousand beds, 
have now increased to forty hos- 
pitals, and 38,000 beds in opera- 
tion and 12,000 additional beds 
programmed. 


The dispensaries are similar to 
the Army station hospitals—they 
are attached to individual shore 
installations, such as naval operat- 
ing bases, training stations, air sta- 
tions, and ordnance and supply 
depots. 


The next largest group of fed- 
eral institutions, that of the Vet- 
erans Administration, comprises 
ninety-three hospitals with 65,000 
beds devoted almost entirely to the 
hospitalization of World War vet- 
erans. In connection with its hos- 
pitals this agency operates nearly 
20,000 additional beds for the 
dimiciliary care of veterans. 








These hospitals now have more 
beds for mental patients than for 
all other types of cases, in which re- 
spect they follow the pattern of the 
hospital field generally. The impact 
upon the veterans’ hospitals of the 
new group of ten million World 
War II veterans is already being 
experienced and a substantial ex- 
pansion of these hospitals to meet 
postwar demands is now being 
planned. 


The next largest group in num- 
ber of hospitals, the seventy-six in- 
stitutions of the Indian Service of 
the Department of the Interior, is 
one of the smallest in bed capacity, 
with a total of approximately 4000 
beds. Of these, 1000 in ten sana- 
toria are devoted to tuberculosis 
patients. These hospitals are all 
relatively small (average of fifty 
beds), since they are mostly located 
in the isolated Indian reservation 
regions and are intended to serve 
only the comparatively small num- 
bers of patients coming from the 
Indian populations. 


The hospitals of the Public 
Health Service are a varied group. 
There are 23 Marine hospitals with 
about 6000 beds which care prin- 
cipally for American merchant sea- 
men and the U. S. Coast Guard; 
two narcotic hospitals with a total 
of 2450 beds—one at Fort Worth, 
Tex. and the other at Lexington, 
Ky.; the 550-bed Freedmen’s Hos- 
pital in Washington; the leprosar- 
ium at Carville, La.; St. Elizabeth’s 
Hospital in Washington; and five 
venereal disease treatment centers. 


The narcotic hospitals care for 
patients committed to them as pris- 
oners found to be drug addicts at 
the time of conviction, and _ typi- 
cally these patients serve their en- 
tire sentences in these hospitals, 
under special treatment designed 
to rehabilitate them. 


The War Shipping Administra- 
tion has established a small group 
of infirmary hospitals in connec- 
tion with the operation of its Mari- 
time training «chools. There are at 
present eleven “: them, with a total 
capacity of 524 be-is, all except one 






of which are temporary wartine 
facilities. 

The War Relocation Author::y 
maintains ten complete hospitas, 
one at each of its centers to which 
Japanese civilians in this count: 
have been moved. 


Of the two hospitals under tie 
local administration of the District 
of Columbia, the 1500-bed Gal- 
linger Hospital is Washington's 
municipal hospital, while Glenn 
Dale Sanatorium, located in near») 
Maryland, and the Upshur Street 
Annex are the city’s tuberculosis 
hospitals. 


Each of these federal agencies | 
have described is independent of 
the others and is responsible to 
the president, either directly or 
through the head of the executive 
department of which it is a part, 
for the proper and effective ad- 
ministration of its hospital pro- 
gram. 


Within the frame work of over- 
all federal government policies and 
procedures, each agency establishes 
the management policies, practices, 
and procedures for the adminis- 
tration of its own hospitals, deter- 
mines the standards of services to 
be provided, employs and trains its 
personnel, plans and_ generally 
executes its Own construction pro- 
grams, and through its inspection 
services ensures the uniformity and 
efficiency of the administrative and 
professional operations of its hos- 
pitals. 


Taken all together, the hospitals 
of these agencies comprise the fed- 
eral hospital system. Quite nat- 
urally, the question suggests itself 
—how does the president, as “gen- 
eral manager” of the executive 
branch of the government, coor- 
dinate the hospital management 
activities and policies of all these 
agencies? 


The answer is that the chief ex- 
ecutive exercises this coordination 
in a very large measure through 
the medium of one of his principal 
managerial aids, the Bureau of the 
Budget, which is a unit of the ex- 
ecutive office of the president. 
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The Bureau assists the president 
in exerting his coordinating influ- 
ence over the federal hospital sys- 
tem through the review of the ex- 
penditure proposals of the agencies 
for their operating and construc- 
tion requirements; the continuous 
study of the administrative opera- 
tions and the expenditure programs 
of the institutions of each agency, 
including observations of manage- 
ment at the level of the individual 
hospitals; the stimulation of im- 
proved administrative management 
in the federal hospital field; and 
the fostering of closer contact be- 
tween the agencies. 

Another over-all coordinating de- 
vice is the Federal Board of Hos- 
pitalization, an advisory agency to 
the Budget Bureau, which brings 
together the heads of the federal 
hospital agencies into one group 





for the purpose of stimulating over- 
all planning of their respective hos- 
pital programs. 

I am hopeful that as knowledge 
federal hospital activities 
spreads, there will develop a closer 
relationship between all elements 
in the hospital field in this country. 
Government hospital people—state, 
county, municipal, and federal— 
have a lot to contribute to im- 
proved administration. 

They will increasingly be taking 
advantage of these excellent oppor- 
tunities which the American Hos- 
pital Association convention offers 
for the discussion and exchange of 
our experiences in the solution of 
mutual hospital management prob- 
lems. I predict that within a few 
years the “Public Hospitals’ sec- 
tional meetings will be one of the 
drawing cards of 
tions. 


about 


these conven- 


Pneumonia and the Sulfa Drugs 


Although the use of sulfonamide 
drugs in treating pneumonia has 
produced such spectacular results 
as to create an attitude of “almost 
casual optimism,” pneumonia re- 
mains a major problem in public 
health. 

This is the conclusion reached 
by Dr. Harry E. Ungerleider, Henry 
W. Steinhaus and Dr. Richard S. 
Gubner in an = article, “Public 
Health and Economic Aspects of 
Pneumonia, a Comparison With 
Pre-sulfonamide Years,” published 
in the September issue of the A meri- 
can Journal of Public Health. 


The authors summarize their 


findings in these words: 

“A study was undertaken to as- 
certain whether sulfonamide ther- 
apy has had any effect on public 
health aspects of pneumonia com- 
parable to the remarkable changes 
observed in treatment of individual 
cases. 

“An analysis was made of pneu- 
monia experience among large 
groups of industrial employees 


carving group health and life in- 
sursace with the Equitable Life As- 
sure ice Society of the United States, 
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and a comparison was made _ be- 
tween the pre-sulfonamide years of 
1935-37 and the period from Jan- 
uary 1, 1939, to June 1 1942. 
“Most striking, was the reduction 
in the case fatality rate from an 
average of 20.8 per cent to 3.9 per 
cent in this short space of time. Sig- 
nificant too was a decrease in the 
total duration of illness from the 
modal (most frequent) period of 
38 days in 1935 to 27 days in 1941. 
“It is calculated that the advent 
of sulfonamide therapy has proved 
a boon to industry saving the lives 
of some 25,000 workers annually. A 
further annual saving of over a mil- 
lion working days has resulted from 
shortening of the period of illness. 
“The incidence of pneumonia 
has increased from an average of 
2.6 per 1000 annually in the pre- 
sulfonamide period to 3.0 per 1000. 
Possible reasons for the increased 
frequency are discussed. There is 
no evidence that sulfonamide ther- 
apy per se, is responsible for the 
increased prevalence of pneumonia 
and other factors such as conges- 
tion in industrial areas incident to 
the war effort may be responsible. 
“Since all types of pneumonia 





NEW TRUSTEE 





Seventeen years ago John H. Hayes 
entered the field of hospital adminis- 
tration as assistant to the president of 
the Board of Trustees of Lenox Hill 
Hospital, New York City. Before that 
he had been in banking, with a “semi- 
public utility,” with a chemical manu- 
facturing company, and with a large 
trade association as manager. 

Mr. Hayes is president of the Great- 
er New York Hospital Association. 
He is a past president of the Hospital 
Association of New York State and 
of the Hospital Bureau of Standards 
and Supplies. 

In addition to his duties as super- 
intendent of Lenux Hill Hospital, he 
is at present vice-president of the 
Hospital Credit Exchange, governor 
of the Blood and Plasma Exchange 
Bank, member of the planning board 
of the Hospital Council of New York, 
member of the Advisory Committee 
to Associated Hospital Service and 
several committees of the United Hos- 
pital Fund. He is also chairman of 
the Compensation Insurance Com- 
mittee of New York state. 

Mr. Hayes has a reputation as a 
poet, many of his verses having been 
published in hospital magazines. He 
will serve a three-year term as trustee 
of the American Hospital Association. 





were included in the study, it is 
possible that an increase in the 
number of cases of ‘atypical’ or 
virus pneumonia may in part be 
responsible for the observed in- 
crease in the frequency of pneu- 
monia.” 
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Restrictions Eased on 


American Hospital Association 


WARTIME SERVICE BUREAU, 1705 K Street, N. W., Washington, D. C. 


HOSPITAL FOOD 


Prorities for Shell Eggs Established 


HE Food Distribution Adminis- 
% pate Department of Agricul- 
ture, recognizing the serious food 
problems in the winter months 
ahead, has for the first time pro- 
vided hospitals with the means of 
obtaining priorities for shell eggs. 

While egg production in 1943 is 
at the highest level in history, trans- 
portation and distribution difficul- 
ties may result in temporary scar- 
cities in some areas. 

To prepare against this possibili- 
ty, hospital groups should consult 
with egg dealers in their communi- 
ties and draft a voluntary plan of 
operation to forestall the need for 
calling in agents of the Food Dis- 
tribution Administration. 

Should such local voluntary pro- 
gram fail and the need for alloca- 
tion of eggs arise, however, hospi- 
tals have been assured by the Food 
Distribution Administration that 
priority certificates will be issued 
and efforts will be made to work 
out a priority program in coopera- 
tion with the trade. 


Metropolitan areas will be more 
apt to experience difficulty than the 
suburban and rural communities, 
but all administrators in each com- 
munity are urged to study their 
local problems and confer now as 
a group with the egg dealers as a 
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protection should the supply _be- 
come short in that area. 


OLEO 


Many states will note with in- 
terest that Pennsylvania hospitals 
may buy imitation butter or oleo- 
margarine “without fear of re- 
proachment by the state’s Depart- 
ment of Agriculture, pending an 
adoption of a system to handle such 
requests.” 


MILK—BUTTER 


The War Food Administration 
currently is establishing milk mar- 
keting areas throughout the country 
on a population basis under the 
provisions of Food Distribution 
Order 79. 

In this order, page 3, paragraph 
11, it states specially: 


“Separate quotas may be applied to 
deliveries to various classes of purchasers 
such as wholesale outlets, retail stores, 
restaurants, homes, etc. If supplies are not 
adequate to meet all demands, those con- 
sidered most essential—such as for hos- 
pitals, pregnant and nursing mothers, and 
young children—will be met first.” 

All amendments, which are mere- 
ly the tailoring of Food Distribu- 
tion Order 79 to fit local situations, 
refer back to this original order and 
therefore carry the same effect. 
Handlers are definitely not restrict- 
ed to 10 per cent of the milk or 75 





per cent of the cream based on June 
1943 figures as far as hospitals are 
concerned. The intent of the FDA 
in the application of this order to 
hospitals, is that they should re- 
ceive 100 per cent of their milk 
and cream needs for patients. 

The larger cities have already 
been included and, as rapidly as 
the plan can be expanded, most of 
the nation’s cities will be included 
with the grouping to be based on 
population classes of 100,000, 50,- 
ooo, and 25,000. Local supply will 
be the final indicator as to just how 
strict an enforcement will be made 
by the War Food Administration. 

In regulating milk distribution, 
the War Food Administration 
hopes to insure that minimum re- 
quirements of the population will 
be met. A second objective is to 
see that enough milk is set aside 
for processing into butter and 
cheese. 

An official of the Department of 
Agriculture informed the Wartime 
Service Bureau last week that a 
considerable stock of butter will be 
released by the Army for civilian 
use. This should tend to relieve the 
butter problem temporarily. 


BY REGIONS 


Regional offices of the Food Dis- 
tribution Administration to handle 
food problems have been estab- 
lished. Seven regional offices of the 
Food Distribution Administration 
were announced recently by Nor- 
man L. Gold, acting chief, Civilian 
Food Requirement Branch. ‘The 
territory governed, the director and 
office locations follow. Problems of 
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the areas may be clarified through 
these sources: 
NORTHEAST-—Buell Maben, 150 Broad- 
way, New York City (7). 
SOUTHERN—Col. James H. Palmer, 
Western Union Building, Atlanta, Ga. 
SOUTHWEST-—Lester J. Cappleman, 
425 Wilson Building, Dallas, Tex. 
ROCKY MOUNTAIN-—Leonard R. 
Trainer, Room 726, 810 14th Street, Denver. 
PACIFIC COAST—Merritt A. Celeven- 
ger, Room 519, 821 Market Street, San 
Francisco. 
MIDWEST-—Francis D. Cronin, Old 
Colony Building, Des Moines 7, Ia. 
GREAT LAKES-E. O. Pollack, 5 South 
Wabash Avenue, Chicago. 


DEHYDRATED FOODS 


The War Food Administration 
advises that a large production of 
dehydrated carrots and sweet pota- 
toes has made these products avail- 
able for use by hospitals in aug- 
menting their rations of other proc- 
essed vegetables. Both foods are 
suitable for use in many recipes 
which call for cooked carrots or 
sweet potatoes as _ ingredients. 
Wholesalers have been informed of 
the availability of these two dried 
foods. 


RESIGNATION 

Dr. Fred L. Adair, associate chief 
of the civilian food requirements 
branch of the Food Distribution 
Administration, has handed in his 
resignation to take effect as of 
October 31. He was a good friend 
of hospitals. 


INVENTORY DISCOUNT 


Hospitals that had an excess in- 
ventory of processed food on May 
1, 1943, will have point values of 
excess inventories reduced by 22 
per cent as of that date. Directives 
to this effect have been issued to 
regional and local offices of the 
OPA. 


NURSES 


Colonel Florence A. Blanchfield 
announced the Army’s quota of 
nurses for the fiscal year ending 
June 30, 1944, as 51,000. To obtain 
this objective, Colonel Blanchfield 
explained, it would be necessary to 
procure 23,000 nurses during the 
nex: nine months. 


* recent action of the U. S. Tax 
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Court granted a nurse, employed in 
a Paterson, N. J, tuberculosis sani- 
tarium, the privilege of deducting 
purchases and maintenance costs of 
uniforms and accessories from her 
federal income tax. For some time 
private-duty nurses have been ex- 
tended this privilege, but this ac- 
tion is the first, so far as we are able 
to determine, whereby the same 
privilege was extended to a general 
duty nurse. 


ESSENTIALITY 

Concerning the essentiality of 
nurses, the War Manpower Com- 
mission recently sent this interpre- 
tation to its regional directors: 


“Your attention is directed particularly 
to the fact that nurses are not subject 
to the terms of employment stabilization 
programs. Persons who have been engaged 
in essential or locally needed activities 
who are not nurses and who leave such 
employment to accept training or employ- 
ment as a nurse must change their em- 
ployment in accordance with the terms 
of the applicable employment stabilization 
program (i. e., they must obtain a state- 
ment of availability or be referred by the 
United States Employment Service). 

“It should be emphasized that persons 
in these professions are not exempt from 
the responsibility of every citizen to serve 
where he can make a maximum contribu- 
tion to the war effort. The exemption 
of these persons related only to the man- 
ner in which their obligation to serve 
where they can be of maximum value is 
indicated to them. 

“Exclusion of persons in these profes- 
sional groups from the controls established 
by employment stabilization programs has 
no effect whatever on the essentiality of 
the activities in which these persons are 
engaged (Group 32—Health and Welfare 
Services).” 


WPB NOTES 


“Products and Priorities,” a com- 
bination of two older War Produc- 
tion Board publications, is to be 
issued monthly as a master index 
of all materials, services and pro- 
ducts handled by the WPB. The 
new publication will prove valu- 
able in helping hospital executives 
to determine the numbers of any 
applicable WPB orders and forms, 
Controlled Materials Plan and the 
WPB division and section in charge 
of the item sought. A year’s sub- 
scription is $2, while single copies 
will sell for 20 cents. Those in- 
terested should mail their requests, 
accompanied by check or money 
order, to the Superintendent of 








Documents, U. S. Printing Offices, 
Washington, D. C. 

Two worthwhile moves of the 
WPB during the past month will 
materially reduce the number of 
application forms required by this 
war agency. To implement the new 
decentralization policy, thousands 
of forms will now be processed in 
the field instead of the old system 
of routing through Washington. 


A reduction in CMP paper work, 
after the first quarter of 1944, will 
eliminate two out of every three 
CMP 4-B quarterly applications, 
with authorization made on an an- 
nual basis. 


L-214—Schedule 3 is amended to 
ease restrictions on the use of me- 
tals in the manufacture of medical 
and surgical furniture and related 
equipment. 

L-144—As amended, eases the re- 
strictions on laboratory equipment. 

L-350—Allocation Order, as 
amended, places ipecac and its de- 
rivative emetine, used in medicine, 
under control of the WPB. 

M-332—As amended, permits the 
use of more oil in paints. 


MANPOWER 

According to an official of the 
War Manpower Commission, it be- 
comes increasingly clear that re- 
placeability is now the keynote to 
a family man’s chances of being 
drafted rather than his skill or the 
length of time it takes to acquire 
such facility. In most defense areas, 
the tight labor situation makes few 
men replaceable, so even unskilled 
laborers in essential activities now 
become eligible for deferments. 


STUDENT WORKERS 

Part-time employment of in- 
school youth, looked upon by many 
administrators as one of the means 
of combating the manpower short- 
age, is being expedited by the 
United States Employment Service, 
Department of Labor, and the War 
Manpower Commission. 

The development and operation 
of plans for effective utilization of 
regularly employed students in 
part-time jobs is a responsibility 
which rests primarily with the local 
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school authorities. The basic policy 
as stated by the War Manpower 
Commission is that in-school youth 
should not be included in any em- 
ployment plan until other sources 
of labor have been exhausted, and 
employment of youth under such 
a plan should be temporary and 
subject to termination as other 
sources of labor become available. 

Where employment of these stu- 
dents becomes necessary, the follow- 
ing principles and minimum stand- 
ards for their part-time employ- 
ment are urged by the United States 
Employment Service: Employment 
either before or after school, on 
Saturdays, or during school holi- 
days and vacations, or during school 
hours when it is possible to adjust 
class-room schedules without undue 
interference with students’ pro- 
gress. 

These principles and standards 
are based upon the policies, regula- 
tions, and advisory standards of the 
Children’s Bureau, Department of 
Labor, and the War Manpower 
Commission, for employment of 
youth under 18 years of age. 


PERSONNEL—OPA 


W. F. Straub, founder and presi- 
dent of W. F. Straub Company of 
Chicago, food product and pharma- 
ceutical manufacturers, has assumed 
his duties as director of OPA’s Food 
Rationing Division. 

Other changes in OPA during 
the past month include the resigna- 
tions of Paul M. O'Leary, deputy 
administrator in charge of ration- 
ing, and Chief Administrator Ha- 
rold M. Rowe. 

One of Mr. Straub’s first an- 
nouncements referred to increases 
in the November-December sugar 
allowances of “institutional users” 
which normally do their own bak- 
ing. Group II institutional users 
(mental hospitals, etc.) will be in- 
creased from .o3 to .o4 and Group 
III institutional users (most hospi- 
tals) from .04 to .o5. 

Another amendment which has 
not been officially approved as yet, 
but upon which we have been as- 
sured speedy action will be taken, 
is the privilege to be granted hos- 
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pitals to purchase a two months’ 
additional supply of processed 
foods. In other words, hospital pur- 
chasing agents will be permitted to 
apply for an additional allotment 
of points equal to the November- 
December allotment for the pur- 
pose of making advance purchases 
of processed food. 


BEDS 

Amendment to WPB Limitation 
Order L-49, according to govern- 
ment officials and manufacturers, 
permits the use of more steel per 
unit in the construction of beds, 
bedsprings, and inner spring mat- 
tresses. 


INFIRMARY EQUIPMENT 

Surplus equipment acquired by 
the government through the dis- 
solution of the National Youth 
Administration and Works Pro- 
gress Administration offices will be 
made available through the _ re- 
gional offices of the Treasury Pro- 
curement Branch of the U.S. Treas- 
ury Department. Hospitals will be 
most interested in the infirmary 
equipment. No priorities will be re- 
quired to purchase these materials. 
Negotiated sales may be arranged 
through the following regional 
offices: 


REGIONAL OFFICES 


REGION I—Connecticut, Maine, Mas- 
sachusetts, New Hampshire, Rhode _Is- 
land, Vermont—D. A. Mackay, regional 
director, Park Square Building, Bos- 
ton 16. 


REGION II—Pennsylvania, New Jer- 
sey, New York—F. S. Albrecht, regional 
director, 76 Ninth Avenue, New York 
City 11. 


REGION III—District of Columbia, 
Delaware, Maryland, North Carolina, 
Virginia—John D. Fox, chief, Property 
Utilization Division, 1229 - 20th Street, 
N. W., Washington 25, D. C. 


REGION IV—Indiana, Kentucky, 
Ohio, West Virginia—J. H. Little, Act- 
ing Regional Director, 235 West 12th 
Street, Cincinnati 10. 


REGION V-—lIllinois, Michigan, Min- 
nesota, North Dakota, South Dakota, 
Wisconsin—R. F. Going, regional direc- 
tor, 222 West North Bank Drive, Chicago. 


REGION VI—Alabama, Florida, Geor- 
gia, Mississippi, South Carolina, Tennes- 
see—John D. Tompkins, regional direc- 
tor, 10 Forsyth Street Building, Atlanta 
3, Ga. 


REGION VII—Arkansas, 


Louisiana, 











Oklahoma, Texas—Hamilton Morin, 
regional director, 609 Neil P. ssuder. on 
Building, Fort Worth 2, Tex. 


REGION VIII—lIowa, Kansas, \\jis- 
souri, Nebraska—W. B. Edgar, regioial 
director, 6th Floor, Porter Building, Kan- 
sas City 2, Mo. 


REGION IX—Colorado, New Mexi<o, 
Utah, Wyoming—Alden W. Pool, <e- 
gional director, 1630 Wazee Street, Den- 
ver 2. 


REGION X—Arizona, California, Ne- 
vada—Thomas C. Stephens, regional di- 
rector, 335 Fell Street, San Francisco. 


REGION XI—Idaho, Oregon, Mon- 
tana, Washington—Charles H. Peterson, 
chief Property Utilization Division, 1623 
W. Thurman Street, Seattle 99, Wash. 


MILITARY HOSPITALS 

The Office of War Information 
revealed recently that the armed 
services have close to half a million 
hospital beds available in the 
United States for Army and Navy 
personnel. These figures, set as of 
September 30, with more facilities 
under construction, disclosed that 
the Army has about 80 general hos- 
pitals in the United States, gen- 
erally containing a thousand beds 
or more each. 

Backing up these large institu- 
tions, the War Department main- 
tains hospitals of from 25 up to 
1000 or more beds at some 600 
posts, camps and stations around 
the world. The Navy has hospital 
ships and Mobile Hospital Units 
which comprise 1000 beds in addi- 
tion to the 36 hospitals and seven 
convalescent hospitals with a total 
of 40,000 beds and dispensaries at 
posts and stations with a total of 
24,000 beds inside the United States. 


REHABILITATION 


Federal Security Administrator 
Paul V. McNutt, in naming a 20- 
member National Rehabilitation 
Advisory Council, laid stress on the 
wartime needs of enabling handi- 
capped men and women to work in 
war industry. The new council, 
made up of outstanding leaders in 
training for the handicapped, will, 
he stated, advise the Office of Voca- 
tional Rehabilitation, recently es- 
tablished in the FSA, in connection 
with, the expanded  federal-state 
program of rehabilitation foi the 
handicapped. 
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PLUG IN YOUR 
INJECTION TUBING 


... that’s all there is to it! 


HAVE YOU AVAILABLE THE MAN-HOURS NECESSARY 
FOR INTRICATE INTRAVENOUS TECHNIQUES? 


Probably there’s nothing in the whole realm of hospital 
procedures simpler than intravenous therapy with Cutter 
Solutions in Saftiflasks! 

Or safer! No complicated gadgets to wash, sterilize 
and assemble... both a time-saving and safety feature. 
And each lot of solutions is tested as only a biological 
laboratory is equipped to test them. Rabbits, not your 
patients, chance reactions. 

Say “Cutter Solutions in Saftiflasks!” 


CUTTER LABORATORIES... Berkeley, Chicago, New York 
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TECHNIG of handling sutures 









in the operating room 


Important to the surgeon is the care with 
which sutures are handled and prepared for 
his use. A few simple steps assure that the 
Ethicon Suture he relies upon when he 
buries it in his patient’s tissues will have the 
same dependable qualities of the tested su- 
ture sealed within the tube. Illustrated on 
this page are practical methods which are 
generally followed to protect the integrity 
of the strand. 





@ Before tube is opened, reel is shaken into one end. 
This position keeps suture away from broken glass edges, 
which might easily scrape and damage the suture. 


@ Sterile sponge and moist towel technic for protection 
and convenience while sutures await threading to various 
needles required by surgeon as the operation progresses. 








@ Some surgeons and nurses prefer to thread a curved 
needle from the inside, in the belief that it prevents suture 
from slipping. When a suture slips, it may be damaged 
and may have to be rethreaded, causing loss of time and 
material. 








@ Orthodox position of needle in needle holder, permit- 
ting full bite into tissue. Grasping needle away from eye 
prevents possibility of crushing suture and eye of needle. 


@ In holding a suture, care is taken not to apply hemo- 
stat or crushing forceps to any portion of suture to be left 
in situ, eliminating possibility of leaving damaged suture 
in tissue. 

















U NI] F Oo R M I T Y oO F U.S.P. Required Strength on Knot-Pull 
T E N S I L E S T R E N G T H Ethicon Non-Boilable, Plain : 


This chart gives an example of how uni- 
formly Ethicon Surgical Gut exceeds 
U.S.P. requirements. The chart shows 
averages on knot-pull breaks on samples 
from lots, numbering hundreds of thou- 





Ethicon Boilable, Plain 








Ethicon Non-Boilable, Med. Chromic 





sands of individual tubes, released by the Ethicon Boilable, Med. Chromic 


J & J Laboratories. 



































UNIFORMITY 
Oo E G A U G E HAND-POLISHED SURGICAL GUT SUTURE 
Meeting U.S.P. Requirements 

Johnson & Johnson’s exclusive Tru- Size 1, charted by the photoelectric microgauge, shows 
Gauging Process gives uniformity of diameter irregularities along entire length of strand. 
gauge as well as greater uniformity of 
tensile strength. The graphs at right, made 




















on a photoelectric microgauge, show that 
a hand-polished suture meeting U.S.P. 
requirements may vary in diameter more 
































than 6 times as much as an Ethicon 


ee ETHICON TRU-GAUGED SURGICAL GUT SUTURE 
Suture, 


Size 1, charted in same manner by the microgauge, shows 
gauge uniformity resulting from Tru-Gauging Process. 
This gauge-uniformity gives greater uniformity of strength 
by eliminating “low spots” that cause weakness. 











TRU-CHROMICIZING 


Tru-Chromicizing (exclusive with Ethicon 
Sutures) resists premature absorption. 
Many sutures are chromicized merely on 
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tered in continental United States is 
maintained at a high level, the Office of 
War Information reports on the basis of 
a survey of Army and Navy records. There 
have been flareups of diseases in the last 
eighteen months but only cerebro-spinal 
meningitis reached epidemic proportions 
and its death toll was low. 

The situation in units overseas is oc- 
casionally even better. In those diseases 
for which vaccines have been developed, 
it is excellent. However, malaria and 
dysenteries present serious problems in 
land combat conditions, and the Navy re- 
ported some trouble with infectious jaun- 
dice and with filariasis, a parasitic inflam- 
mation of the glands which can produce 
elephantiasis. 


spe health of the armed forces quar- 


The records of the armed services reflect 
their thorough organization for health, 
the bases of which are: vaccines; rigorous 
sanitation; pre-induction screening of re- 
cruits supplemented by frequent post- 
induction health examinations; scientific 
research to provide troops with protec- 
tions, proper nutrition and suitable health 
devices for all environment and ample 
hospitalization facilities. 

The improved status of service health, 
as reflected in rates for key diseases, fol- 
lows in general the pattern of civilian 
health throughout the nation, but in some 
respects, the »closer supervision and su- 
perior organization possible under camp 
conditions, make a better record. 


CEREBRO-SPINAL MENINGITIS 


In the Army camps, the epidemics of 
cerebro-spinal meningitis reached its high- 
est rate in March 1943 when its potential 
was about three per thousand men per 
year. It then fell off to a low level. Cur- 
rently the rate is about one-tenth that of 
March in the entire Army in continental 
United States. The Navy’s rate for the 
week ended August 28 was 0.01 per thou- 
sand (one in 100,000). The calculation 
used by the armed services “per thousand 
men per year,” states the number of men 


per thousand, who, in the course of a 
year, may be expected to be hospitalized 
for a given sickness if the incidence rate 
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THE UNUSUALLY GOOD HEALTH 
OF OUR ARMED FORCES 


(From an October 17 report by the Office of War Information) 


continues at the level noted for any spe- 
cial segment of a year. 

In civilian records, both the rise and 
fall of the cerebro-spinal meningitis epide- 
mic is much more gradual. It struck a 
high level in January of this year, rose 
to a crest in the week of April 17 and 
held close to that point for a month. In 
contrast to the sharp reduction of the 
number of cases in military establish- 
ments, the civilian epidemic decreased very 
slowly. 

In July and August, when the disease 
apparently was under control in armed 
camps, cerebro-spinal meningitis was still 
running at five to eight times the five- 
year median among civilians. 

These contrasting records are inter- 
preted as an indication that the prompt 
control methods instituted by the Army 
were effective. 


VACCINES 

Another sharp contrast between civilian 
and service health is shown overseas by 
rates of infection and mortality in those 
diseases for which the Army and the Navy 
have been provided with preventive vac- 
cines. Incidence of these ailments among 
service personnel is so low that rates of 
infection are negligible. 

Innoculations used sin both Army and 
Navy include typhoid, smallpox, tetanus, 
yellow fever, typhus, cholera and plague. 
Some are given to all personnel, others 
only when there is danger of infection. 

In these diseases, the Army reports only 
a few scattered cases during 1942: no yel- 
low fever, no cholera, some 50 cases of 
typhus, but almost no deaths; almost no 
smallpox, or plague, practically no cases 
of tetanus among innoculated men. 

Only a few scattered deaths were re- 
ported from this entire group of diseases 
in the Army. The Navy reports for 1942 
show 19 cases of typhus and one of plague, 
with no deaths; eight cases of typhoid, 
with one death; no cases of any of the 
other diseases against which vaccines are 
employed. 


TYPHUS 
Before the war’s end, American soldiers 











undoubtedly will be fighting in areas 
where, from 1917 to 1922, an estimated 
10,000,000 cases of typhus were reported, 
which resulted in approximately 5,000,000 
deaths. This endemic area extends from 
Iran and Egypt northward through the 
Balkans into Poland. The global endemic 
area of this disease is even greater than 
that covered by malaria, which so far is 
the major disease threat in this war. 

Typhus was not a problem to American 
troops in the last war because they did 
not fight in districts were typhus is found. 
This time, American troops already have 
seen action in areas of infection, and the 
record is excellent. 

Every member of our armed forces who 
goes into typhus zones receives three in- 
jections of typhus vaccine. Stimulating in- 
noculations are given at intervals. This 
was the preparation of our troops who 
went into Egypt and North Africa. 

While our forces were quartered in 
Egypt, there was a serious typhus epidemic 
among the civilian population, with an 
officially reported total of 32,000 cases in 
the first six months of 1943. There were 
500 cases a week in Cairo alone during 
the peak of the epidemic. The death rate, 
as is usual with typhus, was about 30 
per cent. 

The United States Army reported less 
than a score of cases and almost no deaths 
from typhus in the entire Middle East 
command during the first six months of 
1943. 

The vaccine used for our forces is stated 
to be the most effective in the world. The 
Germans are known to have a typhus vac- 
cine, but it has been proved that German 
soldiers, on the North African front at 
least, are not effectively immunized; nor 
are the Germans believed to have the vac- 
cine in general use as yet. 

Other protective measures against ty- 
phus used by the armed forces include: 
portable live steam equipment for de- 
lousing and disinfecting clothing which, 
carried in two trucks, can be shifted to 
various areas; fumigation  de-lousing 
equipment, consisting of a synthetic rub- 
ber bag or a fumigation chamber and 
chemical capsules; louse-repellent powders 
which, applied at weekly intervals to 
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clothing, seem to prove effective in pre- 
venting infestation of the troops. 

It was emphasized that typhus, unless 
checked, could constitute a threat to the 
home front also. Strenuous effort in the 
last war prevented importation of the 
louse-borne strain of typhus, which is un- 
known in this country, although there is 
a weaker type of which the transmitting 
agent is the rat-flea. 

To fight the disease at home and abroad, 
the United States of America Typhus 
Commission was created by an executive 
order of the president, December 24, 1942. 

Members of the commission made field 
examinations of soldiers to determine the 
effectiveness of the new control methods. 
They also acquired 69 distinct strains of 
typhus from various sources and 4000 sera 
from typhus victims, the greatest collec- 
tion ever brought together at one time. 
The strains came from Russia, Servia, 
Syria, Palestine, Iraq, Iran, Egypt and 
North Africa. These samples, packed in 
dry ice and flown back from Cairo to the 
United States, are to be used to test the 
effectiveness of the present vaccine and 
many other studies. 


MALARIA 

Malaria constitutes a major health men- 
ace of the Army and Navy in foreign land 
operations in malarious areas. At home, 
the rate is at a low level. The Army re- 
ports a rate of infection of about 0.6 men 
per thousand per year for this disease in 
1942, Or six men in ten thousand infected 
in the course of a year, and only a slightly 
higher rate thus far in 1943. This record 
is particularly good because it includes 
cases of men in the continental United 
States who had contracted the disease in 
foreign areas. 

The Army’s malaria rate for overseas 
units in 1942 was about go men out of a 
thousand, and so far in 1943 the equiva- 
lent rate is about 80. The rise this year 
is attributed to increased war activity in 
malarial areas. , 

The fight against malaria is primarily 
directed at destroying, or repelling, the 
mosquitoes which transmit the germ. The 
same repellents and larvicides work for 
all, but elimination of the mosquito vec- 
tors—those species which transmit the 
germs from human carriers to infect other 
humans—from any given area is a much 
more complicated task. There are many 
varieties of mosquito vectors, with differ- 
ent breeding habits, and scarcely any two 
areas have the same pest to fight. 

For instance, there is one mosquito 
along the Malay shores—and twenty miles 
inland, an entirely different one. Some 
areas have more than one vector, one of 
Which breeds in the shade, another in the 
sun. Thus, elimination of the shaded 
areas in which one bred would only pro- 
Vide large breeding areas for the other. 
Some breed in stagnant water, some in 
fools beside running water, some in 
brack'sh water. 
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There has been made available to 
troops, through collaboration of the U. S. 
Department of Agriculture, the Army and 
the United States Public Health Service, 
a repellent which, even under strenuous 
combat conditions, is effective for four 
hours. In bivouac, its strength lasts up to 
six hours. This repellent designated as 
Formula 612, is colorless and odorless, 
non-irritating and does not damage cloth- 
ing, and a _ two-ounce bottle contains 
enough for one man’s use for a month. 
It is not an essential oil, like citronella, 
but a synthetic organic compound. 


Furthermore, a “foolproof” mosquito 
bar has been developed for camps, and, 
in barracks, the much-publicized “health 
bomb” can be depended upon to destroy 
all insect life in a space of 150,000 cubic 
feet. The Army previously withheld de- 
tails on the contents of the “bomb,” lest 
the enemy profit, but this prohibition was 
ignored by certain publications. The con- 
tents are a refrigerating chemical known 
as “freon” which boils at 40 degrees, com- 
bined with pyrethrum and sesame oil. 


DYSENTERIES 

Dysenteries (including diarrheas) cause 
a large number of hospital admissions in 
the Army on overseas duty. There have 
been sporadic outbreaks at home but 
through sanitary controls the rate has been 
held to approximately 7 per thousand 
men in 1942, and although the rate has 
gone up, the record is still good so far in 
1943. At the present time, dysenteries are 
chiefly formidable in that they incapa- 
citate men for active duty. The sulfona- 
mides once more do yeoman service here 
—this time it is sulfaguonadine—effecting 
cures of even the more severe bacilliary 
dysenteries in five to seven days. 

Overseas where, under combat condi- 
tions, sanitary controls are more difficult, 
the rate is higher, running about 30 men 
per thousand contracting the ailment in 
1942. There has since been a further in- 
crease due once more to increased war 
activity in regions where these diseases 
are prevalent and the rate thus far in 1943 
has been about 50. This figure means 
that out of every 1000 men in overseas 
service during a year, 50 of them will be 
hospitalized for dysenteries if the aver- 
age rate for the year thus far continues 
to operate. 

The Navy reports a rate of 16.44 men 
per thousand admitted to treatment dur- 
ing 1942 for a group of ten selected gastro- 
enteric disturbances, including food poi- 
soning, food infections and the dysente- 
ries. The nine-year median of these ail- 
ments is 16.30 men per thousand, so that 
the war-rate for this group is consistent 
with the peacetime average. 

The chief work of preventing gastro- 
intestinal infections devolves upon sani- 
tation. Water is carefully inspected and 
treated. Sometimes it is boiled, often fil- 
tered and chlorinated. Messes are care- 


fully supervised and the sanitary measures 
employed there are checked constantly by 
the medical departments. Food handlers 
are inspected regularly. Ashore, fly con- 
trol is important, and inspection of animal 
foods under Veterinary section, and of 
fresh vegetables by the Medical Division 
are strictly enforced. Storage of food and 
refrigeration also are a matter of regu- 
lations. 

Despite those strenuous efforts, there 
have been outbreaks of food poisoning 
and dysenteries. Laboratory tests on the 
causes of 169 outbreaks traced 28 of them 
chiefly to the Flexner dysentery bacilli 
and to staphylococci. At least one out- 
break was attributed to “faulty house- 
keeping.” 

In this connection, it was pointed out 
that the methods of dishwashing used in 
homes would be totally inadequate in 
camps. Dish towels are forbidden both 
because of possible contamination through 
the cloth and because “wiping” can cover 
up inadequate washing. The length of 
time dishes must be washed and the tem- 
perature of the water are a matter of army 
regulations. All dishes must be washed 
“not less than 40 seconds in water of 140 
degrees.” This must be followed by “im- 
mersion for 30 to 60 seconds” in water of 
the germ-killing temperature of 180 de- 
grees. 

Where thermometers are not available, 
boiling water must be used; where heat- 
ing facilities are scanty, a chlorination 
process is required to make sure of disin- 
fecting the dishes. 

Garbage disposal receives the same care- 
ful control. Cans must be kept covered, 
must be cleansed daily, may not be emp- 
tied from one container to another. In- 
stead, cans are loaded upon trucks, hauled 
to the compost and emptied there, cleansed 
and then returned. It is forbidden to 
whitewash the cans because they might 
thus give a deceptive appearance of clean- 
liness and so might not receive a thorough 
scrubbing. 


VENEREAL DISEASES 

Thanks to new treatments and more 
widespread education, venereal diseases 
present a vastly different aspect from the 
last war when the Navy admissions for 
all venereal diseases ran 89 per thousand 
men in 1917 and 70.20 in 1918. In 1942, 
this figure had been more than sliced in 
half, and the rate was 33 per thousand. 

The Army’s rate of infection was even 
higher in the last war, running at over 
g per cent in 1918, over go men a year 
out of every thousand. The annual rate 
for 1940 in the continental United States 
was less than half that, approximately 40 
men per thousand and it has continued 
at that low level to date. 

The armed forces ‘now accept inductees 
with uncomplicated cases of venereal dis- 
eases because of the high percentage of 
cures. If this group of infected inductees 
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be eliminated from the overall figure, the 

current figures drop to an unprecedented 
low rate of about 25 men out of a thou- 
sand, that is, only 214 per cent of the 
personnel become infected with venereal 
disease in the course of a year. 

Sulfonamides are used for gonorrhea and 
cures run about 80 per cent in the period 
“of ten days. Syphillis often yields to new 
techniques within a maximum of six 
weeks. 

The Army lays stress also upon im- 
proved prophylactic facilities and exten- 
sive instruction of the men in the hazards 
of the disease. There are periodic and 
surprise inspections. Recreational facili- 
ties are provided within the camps and 
civilian authorities have cooperated in 
providing healthful entertainment in the 
cities. 

INFLUENZA 

In the last war, the influenza pandemic 
or universal epidemic, was responsible for 
in the neighborhood of 800,000 admissions 
to hospitals and for perhaps 25,000 deaths 
in addition to many deaths ascribed to 
pneumonia but brought on as a result of 
influenza infection. With other respiratory 
diseases, it caused about one-third of the 
total admissions for disease in 1918, and 
roughly 80 per cent of disease deaths. 

In general, conditions have been better 
in this war. An outbreak of mild influenza 
started in December 1941, and carried over 
into early 1942 and produced relatively 
high admission rates. Subsequently, the 
curve has shown only the expected sea- 
sonal variations. Practically no deaths oc- 
curred as a result of this outbreak. 


PNEUMONIA 

One form of pneumonia, designated by 
the Army as “primary atypical pneumo- 
nia,” showed during the last year. In 
Maich 1942, the surgeon general called 
attention to the disease and so designated 
it. In the first month, there were over 
100 cases reported, and the frequency in- 
creased to a peak in April 1943, of about 
3,500 cases. Since then there has been 
some decline. Mortality is low, but the 
disease contributes heavily to keeping men 
off active duty, since lesions, demonstrable 
by x-ray, persist for several weeks. In the 
Navy, cases of atypical pneumonia ran 
1.5 per thousand during the first six 
months of 1943. 


MEASLES 

Measles which was epidemic during the 
last war has been relatively unimportant 
this time to either Army or Navy. In March 
1941, measles reached a peak rate of al- 
most 60 per thousand per annum in the 
Army in the continental United States. In 
March, peak month in 1943, it was about 
go. During the last war, it was the sixth 
greatest cause of admissions to hospitals 
on account of disease, the seventh in loss 
of time, and fourth among the diseases as 
cause of death. By far the larger number 
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of deaths from measles was caused by com- 
plications of which the most important 
was streptococcic bronchopneumonia. 


MUMPS 

In the last war, mumps was fourth in 
numerical frequency among diseases in the 
Army. It was third as a cause of loss of 
time in the Army, first cause in the Navy 
and, in 1918, showed the exceptionally 
high rate of roughly 70 per thousand per 
year in the Army, 35 per thousand in the 
Navy. It has caused very little trouble in 
this war. The Navy reports an incidence 
of 7 cases per thousand. 


TUBERCULOSIS 

Tuberculosis was a costly factor in the 
last war. The rate for the Army was 9 men 
per thousand in admissions to hospitals. It 
caused 6 discharges for disability per year 
per thousand men in the Army. The death 
rate was about 0.7 per thousand. It was 
first among all reasons for dismissal from 
the Army, causing almost 15 per cent of 
the disability discharges. 

It was felt that tuberculosis often was 
present before men were admitted into the 
armed forces and that gas injury rarely was 
an actual cause. In this war all inductees 
receive chest x-rays in their preliminary 
examination. This is considered the best 
method of detecting incipient or early 
tuberculosis, and many men have been 
brought under treatment as a result of this 
process. 


FILARIASIS 
A tropical disease which causes some 
concern among Naval forces, filariasis, is a 
parasitic ailment transmitted by mosqui- 
toes. Its endemic areas cover a large part 
of the tropical zone of the world. The lar- 
vae of the parasitic worm are injected 
through the bite of the mosquito and the 
life-cycle of the microfilariac in the human 
system results in lesions and glandular 
swellings. Elephantiasis, or gross deforma- 
tion through enlargement of certain parts 
of the body, has been traced to one variety 
of this parasite. The disease is of slow de- 
velopment, and the Navy and the Army 
are alert to avert infection of the personnel. 
Reports show fewer than seven cases per 

100,000 men in the Navy. 


WOMEN’S AUXILIARIES 


With the exception of the WACS, the 
women’s services keep no separate records, 
and their care and standards of health are 
incorporated in the reports of the parent 
services. It is stated, however, that their 
health problems are much the same as 
for the men, save for venereal diseases in 
which their record is much better. 

The Army has prepared a statement of 
the causes of discharge for those WACS re- 
leased for disability. It shows that about 25 
per cent were released because of ailments 
or defects peculiar to women, and about 
45 per cent for neuropsychiatric disorders. 
In explanation of the latter statement, it 








is said that many of those discharged {or 
neuropsychiatric disorders would prob: ly 
not be considered as abnormal in civiian 
life. 

Of other individual defects, arth: itis 
caused 4 per cent of all discharges, ‘cet 
defects 4 per cent and organic heart ‘lis- 
ease 2 per cent and discharges for vencieal 
diseases are negligible. The total number 
discharged for medical reasons from .\u- 
gust 1942, to May 1943, the period covered 
by the report, was about 1100. 


INDUCTION 
A major factor in maintaining ood 


health in the armed forces is the insist- 
ence upon thorough screening of all men 
inducted into the Army to make sure that 
only the fit and healthy are accepted. 
As organized at present the preliminary 
examination of inductees is, deliberately, 
a cursory checkup to eliminate men with 
more obvious weaknesses. Draft board 
doctors also arrange for seralogical tests 
for venereal diseases which, if uncompli- 
cated, no longer disqualify a man for 
armed service. 

At induction centers, which are care- 
fully blueprinted by headquarters, the 
first step is a personal interview with each 
man in which he gives certain personal 
history, is assigned a number which is 
usually penciled indelibly upon the hand. 
During this interview the purpose of the 
examinations is explained. 

The inductee then goes to a_psycho- 
logist who attempts to check on his apti- 
tudes and abilities. This is not a psychi- 
atric examination but aims primarily at 
gauging the capacity of the inductee. The 
next step in the routine is a chest x-ray 
to detect tuberculosis. 

Before the man has passed through the 
rest of his physical examination, the x-ray 
file will be in the hands of the final board. 
Genito-urinal examination comes next, 
first for venereal infection, secondly for 
sugar or albumin in the urine, and is 
followed by a thorough physical going- 
over for external defects. Tests of hearing 
and eyes, examination of the nose, throat 
and teeth follow, and then an_ internist 
makes examinations for organic defects 
and disease. 

The internists’ examinations are in pri- 
vate booths as are also those which follow 
by the psycho-neurologists. Very strict at- 
tention is being paid to the effort to 
screen out those inductees who are SUuSs- 
ceptible to mental or nervous disorders 
because of the violent and_ protracted 
strains of modern warfare. 

It was felt, as‘a result of experience in 
the last war, that a large proportion of 
those who were then victims of “shell 
shock,” as it was termed, had a predispo- 
sition to such breakdowns, and that 4 
thorough pre-induction examination might 
have eliminated a proportion of such 
tragedies. 

Psycho-neurotic breakdowns are i Serr 
ous problem in the present war, but I 
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1s often possible to effect full rehabilita- 
tion of those who had no preliminary 
neurotic weakness. Military specialists have 
assigned many contributing factors to the 
amount of psycho-neurotic breakdown, 
not the least of which is the crescendo of 
noise and tension in modern warfare. 

The mapor cause seems to be, accord- 
ing to these experts, unusually prolonged 
exposure to combat conditions, and un- 
certainty about the date of withdrawal 
from active areas. 

After the neuro-psychiatric phase of the 
induction examination, the men go before 
a combined Army-Navy board where their 
record, together with x-ray and urinalysis 
reports, are brought together. This is a 
board of review which considers the com- 
bined report of the examiners. It is at 
this point also that men are assigned to 
Navy or Army. 

Those men allotted to the Navy go 
into a section supervised by the Navy in 
which their body scars or markings are 
recorded, and a further psychiatric check 
is made. 

Naval recruits are watched very closely 
for possible neuropsychiatric weakness. 
They go, after the furlough period, di- 
rectly to training stations where they pass 
before an aptitude board as part of their 
re-examination. This board comprises psy- 
chologists, psychiatrists, and line officers 
and its purpose is both to spot weaknesses 
and to assign men to that line of duty 
into which they fit best. 

Men suspected of a psychiatric weakness 
are assigned to “trial duty” during which 
their commanding officers keep a close 
check on their adjustments to, and 4pti- 
tude for, naval life. A man may be dis- 
charged at this stage through a subsequent 
review by the aptitude board, and action 
by the commanding officer. 

If he passes successfully through this 
trial duty and goes on to regular duty 
only to develop a psychotic reaction at 
that period, he is sent to a Naval Hospital 
for observation. He may be rehabilitated 
and given limited duty, or he could at 
this stage be discharged by action of a 
medical board. 

After the induction examination is fin- 
ished . . . a process which takes the better 
part of a day—the men are returned to 
their homes for a furlough before report- 
ing to Army Replacement Centers, from 
which they will be assigned to training 
camps, or to Navy training stations. Meals 
are provided at induction centers and 
some camps have sleeping accommodations 
and bring the inductees in the night 
before examination. 

On return oi the men to the Army Re- 
placement Center, or to Navy Training 
Station, after their furlough, they are once 
more examined for contagious diseases, 
with special emphasis upon venereal in- 
fection. The basic vaccines—typhoid, small- 
pox and tetanus, plus yellow fever in the 
Navy are started at once. 
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THIRD VICE-PRESIDENT 


Third Vice-President Nellie G. 
Brown describes herself as a Con- 
necticut Yankee made into a good 
Hoosier. She was born at Williman- 
tic, Conn., and reached Muncie, Ind., 
by way of Boston and New York 
City. 

Miss Brown went from the Hart- 
ford Hospital Training School for 
Nurses (1910) to the New York Eye 
and Ear Infirmary and Peter Bent 
Brigham College. She earned a bach- 
elor of science degree at Teachers 
College, Columbia University, and 
in 1915 went to the newly opened 
Indiana University Training School 
for Nurses. 


She left that school as assistant 
director in 1929 to become director 
of nurses at Ball Memorial Hospital 
in Muncie. Three years later the su- 
perintendent’s death made it neces- 
sary for her to assume the duties 
of acting superintendent. The follow- 
ing year she was appointed super- 
intendent, which position she still 


holds. 


She was president of the Indiana 
Hospital Association in 1940-41, and 
has been a director since. She is a 
past president of the Indiana Nurses 
Association and since 1938 has been 
secretary of the midwest division of 
the American Nurses Association. 





DELEGATE-AT-LARGE 


Following his graduation from the 
University of Missouri in business 
administration, A. C. Seawell went 
first into insurance, then finance. In 
1934 he was made credit and collec- 
tion manager of Baylor University 
Hospital, Dallas, Tex. After serving 
fifteen months as acting administrator 
in that institution, he was appointed 
administrator of City-County Hospi- 
tal in Fort Worth. This was three 
years ago. 

Mr. Seawell has just been reap- 
pointed to the Committee on Mem- 
bership of the Council on Association 
Development. He is a member of the 
Committee on Regional Purchasing 
Meetings of the Council on Adminis- 
trative Practice. 

He has been a member of the Amer- 
ican College of Hospital Administra- 
tors since 1939. He is president of 
the Texas Hospital Association. He 
has been chairman of the Council on 
Association Development of the Texas 
association, also of the Hospital 
Preparation and Defense Committee 
for Texas. He is a past president of 
the Dallas County Hospital Council 


and the Fort Worth County Hospital 
Council. 

At present Mr. Seawell is associ- 
ated with several nursing and public 
health activities in his city and coun- 
ty. In 1939 he won the American 


Hospital Association citation for 
services given to the National Hospi- 
tal Day Committee. 
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a of help in the hospital—a serious matter last 
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Wed TekS 


Members in Service 


jrom Absentees in Uniform 


to the FAMILY ALBUM 


APTAIN. BERNARD B. NADELL, 

M.C., writes from Station Hos- 
pital, Fort Jackson, S. C., where he 
has been assigned to a clinical and 
administrative position: 

“As receiving officer and informa- 
tion officer, I direct and conduct 
the receiving department, informa- 
tion office and ambulance service 
with the assistance of a staff of fifty 
soldiers, ten civilians and _ three 
WAGs. 

.““Administratively, my previous 
experience at Bellevue Hospital, 
New York City, has been of ines- 
timable value in conducting these 


departments and in serving period- 
ically as administrative officer of the 


day. 

“Clinically, I am_ in_ practice 
again, in that all officers, enlisted 
men and dependents of military 
personnel requiring hospital care 
are examined and assigned through 
the receiving office to one of the 
many special services. Emergency 
treatments are administered when- 
ever indicated. 

“As an added touch of interest: 
Of late we have had contact with 
a number of German prisoners of 
war, and I have had occasion to 
talk with some of them in their 
native tongue. They are of one 
mind: That it will all be over soon 
and they will be on the side of the 
winner. 

“If the American people could 
meet up with some of this cocksure- 
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Capt. Thomas J. Hunston 


Capt. Bernard B. Nadell 


ness, there would be no difficuliy 
in putting across a bond drive.” 


kkk 
CapTaAIn ADAM M. McDOona1z., 


formerly business manager of the 
Evanston Hospital, sends this word 
by V-mail: 

“After a very pleasant and inter- 
esting ocean voyage, I am now sia- 
tioned somewhere in England. 
Have not had an opportunity to 
visit any of the British hospitals. 
The country in spite of all its 
bombing, is beautiful. The people 
are very friendly and are doing an 
all-out job of winning the war.” 

xk 

Captain THomMAs J. Hunston, 
not so long ago of City Hospital, 
Cleveland, sends word from 
O’Reilly General Hospital, Spring- 
field, Mo. He is happy to contribute 
to the Family Album, he says, for 
it helps him to keep-tab on some 
of his former associates. He adds: 

“T entered the Army in August 
1942 and spent the first six weeks 
at Camp Grant, IIl., where I re- 
ceived the required basic military 
training. 

“On October 2, I was transferred 
to O'Reilly General Hospital and 
have been here since. My duties 
here have been those of the assis- 
tant registrar, assistant adjutant, 
post insurance officer, fiscal and 
budget officer and recently assistant 
director of the Administrative Divi- 
sion. 

“In addition to these duties, | 
serve on the board of officers that 
examines candidates for officers’ 
training school, and also on the 
board that examines applicants for 
participation in the Army special- 
ized training program. 

“My experience in civilian hos- 
pitals has been invaluable. The 
work is interesting and I feel that 
I have learned many things which 
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I can carry back to civilian hos- 
pitals when I return.” 


kkk 
CapTAIN HENRY G. BRICKMAN 


sends in his new address as “Head- 
quarters, 394th Bombardment 
Group (M) AAF, Kellogg Field, 
Battle Creek, Mich.,”’ and adds: 

“As group adjutant of a medium 
bombardment group, I keep the 
paper work flowing and deal with 
personnel problems. My former as- 
sociation with Massachusetts Hos- 
pital Service, Inc., and its member 
hospitals enables me to be of par- 
ticular assistance to those officers 
and enlisted men who are faced 
with hospitalization for their fam- 
ilies.” 

kkk 

CapTAIN CHESTER V. KiLtTz, for- 
mer superintendent of the Martha 
Washington Hospital, Chicago, was 
one of the first hospital superin- 
tendents to receive a commission in 
the medical administration corps. 
He is now somewhere west of San 
Francisco, and has sent a letter con- 
taining this information about him- 
self: 

“The various duties performed 
by me since I entered the Army on 
September 29, 1941 are: Adjutant, 
detachment commander, mess of- 
ficer, motor officer, finance officer, 


Capt. Henry G. Brickman 


evacuation and disposition officer, 
pharmacy officer, supply officer, 
utilities officer, investigation officer, 
platoon leader and special service 
officer.” 

NOTICE: All members of the Ameri- 
can Hospital Association now in war serv- 
ice are invited—and urged—to keep in 
touch with each other and with their 
colleagues not in service through the Fam- 
ily Album of HOSPITALS. The Album 
wants letters and pictures of members in 
uniform. The success of this project is 
wholly dependent on the response of those 
for whom it has been undertaken. These 
letters are necessarily edited according to 
requirements of the Office of Censorship. 

—THE EDITORS. 





Tour Bolsters Cadet Enrollment 


(Report by the National Nursing Council on War Service) 


College and junior college cam- 
puses throughout the country are 
welcoming nurse educators, mem- 
bers of a college field staff, sent 
out under the auspices of the Na- 
tional Nursing Council for War 
Service and the United States Cadet 
Nurse Corps, to interest college 
women in preparation for postwar 
careers and to give full information 
about immediate need for nurses. 

The program was undertaken at 
the request of Dr. Thomas Parran, 
surgeon general of the U. S. Public 
Health Service, who administers the 
Cadet Nurse Corps. The National 
Nursing Council is cooperating 
through its Committee on Recruit- 
ment of Student Nurses. 
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Thirty-three nurses experienced 
in teaching, administrative or ex- 
ecutive work have been released on 
short-term leaves to confer with 
deans of women, faculty members 
and students, and to present to 
them the opportunities in the nurs- 


ing profession. 

Full information about the Cadet 
Nurse Corps was supplied to the 
staff at an institute held in New 
York on October 1 and 2, at which 
Representative Frances P. Bolton, 
sponsor of the bill creating the 
corps, and Lucile Petry, its director, 
as well as representatives of leading 
colleges and schools of nursing ad- 
dressed them. 

The schedule for October, No- 


vember, and December includ: 5 
visits to about 400 colleges an:| 
junior colleges. 


* * * 


Expansion of clinical facilitics 
for the training of student nursc., 
to break one of the serious bottio- 
necks in nurse recruitment, w:is 
urged in three communications 
sent out by the National Nursing 
Council for War Service on Septeri- 
ber go. The memoranda were is- 
sued as a result of decisions reached 
by the board of directors of the 
council on September 24. 


In a letter to the principals of 
schools of nursing, Stella Goostray, 
chairman of the council, urged the 
use of existing clinical facilities to 
their utmost and the development 
of potential facilities in hospitals 
which do not have schools. 

She also wrote to state boards 
of nurse examiners requesting that 
they survey clinical facilities within 
their states which might supple- 
ment those now being used. 


* * * 


Continuing their cooperation 
with the National, Nursing Council 
and the American Red Cross on 
nursing problems, the General Fed- 
eration of Women’s Clubs is in- 
augurating a nation-wide program 
to promote enrollment of student 
nurses in the U. S. Cadet Nurse 
Corps and to provide scholarships 
for student nurses who are not 
members of the corps. 


The Women of the Moose are 
continuing their nursing  scholar- 
ship and recruitment work. 


* * * 


Fall institutes for directors of 
schools of nursing have been sched- 
uled in twenty-eight states by the 
Council’s Educational Field Service 
of which Anna D. Wolf, Johns Hop- 
kins, is chairman and Helen G. 
Schwarz, Cincinnati General Hospi- 
tal, is director. Subjects they will 
cover include better organization 
and use of existing educational fa- 
cilities, better student guidance 
and personnel policies, better facul- 
ty preparation and organization. 
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Start Planning Now 
FOR YOUR POST-WAR X-RAY NEEDS 





OST-WAR plans are already in the 

making. Not a few foresighted hos- 
pital administrators and roentgenolo- 
gists have wisely decided against putting 
off, for the duration, projects which 
might be worked up to more or less 
tentative plans now. Thus they aim to 
avoid possible confusion and delays, 
come the day when innumerable proj- 
ects will be begging for time and atten- 
tion. 
Because the war has restricted manufac- 
tuting, x-ray equipment which many 
institutions have wanted to buy has yet 
to materialize. Yes, urgently needed 
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equipment, considering the ever increas- 
ing demands on the x-ray department 
these days. Yet, by ingenious use of 
their available equipment these institu- 
tions continue to render x-ray service 
of a high order. 


The situation, though trying, has at 
least served to reveal certain inadequa- 
cies of existing x-ray facilities. And it 
is in view of overcoming these disad- 
vantages at the very first opportunity, 
that plans are being projected today. 


Now is the opportune time to enlist 
the services of our x-ray layout engi- 


neers, who stand ready to give you 
helpful suggestions toward the most 
practical solution of your particular 
problems. Why not ask us to arrange, 
at your convenience, a preliminary 
discussion with one of our field 
engineers located in your immediate 
vicinity. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO (12), ILL., U. S. A. 





Tidy Bost Bey - U.S. Mar Bonds 
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Request for Additional 


The Bacon Library 


HISTORIC BOOKS 
Brings in a 1759 Item; More Needed 


HROUGH recent publicity given 
i the Ransom Collection which 
contains many historically valuable 
books, the hospitals were reminded 
of that part of the Bacon Library’s 
function to acquire and _ preserve 
worthwhile books dealing with the 
history of hospitals and their ad- 
ministration. 

Any individual hospital which 
has in its possession an early history 
or description is urged to consider 
sending it to the Bacon Library 
where it will be placed in the his- 
torical collection. 

The Pennsylvania Hospital sent 
a photostatic copy of a “Table of 
Diet for the Patients in the Penn- 
sylvania Hospital for the year 
1759.” The dinner menu was: “Two 
ounces of boiled mutton with a pint 
of broth, bread and beer sufficient 
without waste.” 

One of the most interesting hos- 
pital histories is the one of the 
“L’ Hospital General de Paris” pub- 
lished in 1676. It is in its original 
binding and is in excellent condi- 
tion. The provisions of the neces- 
sary legislation to establish the hos- 
pital are given, being by authority 
of the Parliament in April 1657. 

The medical care of soldiers and 
sailors has always been of first im- 
portance in wars, and there has 
been considerable material written 
on this subject. 

In 1808 Dr. Edward Cutbush of 
the U. S. Navy, wrote a book en- 
titled: “Observations on the Means 
of Preserving the Health of Soldiers 
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and Sailors, with remarks on hos- 
pitals and their internal arrange- 
ment.” The recommended organi- 
zation of the hospital was: (1) Sur- 
geon, who should also be a physi- 
cian, (2) surgeon’s assistants, (3) 
steward, (4) deputy steward, (5) 
matron, (6) nurses, cooks, servants. 


* * * 


Nursing the New Born 
“Standards and Recommendations 
for Hospital Care of New Born 
Infants,” Bureau Publication 292, 
U. S. Department of Labor, Chil- 
dren’s Bureau, Superintendent of 
Documents, Washington, D. C. 
Price 5 cents. 

The war emergency adds to the 
difficulty of adequate care for new- 
born infants. As set forth, these are 
not minimum standards but they 
point out the type of care for such 
infants that will best safeguard 
their health. 

The medical service should be 
under control of a chief physician 
with special learning. Nursing care 
must be maintained at adequate 
level even though this may require 
re-study and revision of nursing 
procedures to develop time saving 
modifications. Care of prematures 
should be by all-graduate staff, but 
subsidiary workers may be used in 
the normal nursery if they have 
demonstrated special aptitude for 
the work. 

There should be at least two 
units, one for normal and one for 
“suspects.” The normal nursery 
should provide at least 300 cubic 


feet of space and go square feet of 
floor area per infant and should 
provide for not more than eight 
newborn, the largest number that 
can be adequately cared for by a 
single nurse. 

The nearer the control of atmos- 
pheric conditions approaches coi- 
plete air conditioning, the better. 
Construction finish and equipment 
should be of most sanitary and 
easily cleanable type. 

The standards go quite fully into 
nursery routine and technics of care. 
This very valuable procedure guide 
should be in the hands of every 
nursery supervisor. 

* * * 
Manual on Records 
“Unit Record System,” Dorothy 
Kurtz, Columbia University 
Press. $2. 
While this study of the unit 


record system is primarily a manual 
or a methods book, to be used in a 
medical record department where 
the unit system is established, it 
should be studied by any adminis- 
trator who is contemplating chang- 
ing to this procedure. 

There is a discussion of the con- 
ditions which must be met before 
the system will function adequately. 
Twenty-five years of experience 
with the unit record system, first in 
the Presbyterian Hospital where it 
originated and later at the Colum- 
bia-Presbyterian Medical Center 
where it reached its logical devel- 


opment, is the basis for the book. 
* * * 


, 


Twenty-First Annual Conference 
of the American Physiotherapy 
Association. American Physiother- 
apy Association. 1943. 

This conference concerned itself 
entirely with technical discussions 
and thus becomes a valuable hand- 
book on modern problems and 
methods in physiotherapy. 

Two of the largest and most im- 


HOSPITALS 














Crib HC-201: Sizes—30 x 54 inches; 36 x 60 inches 


Bassinet Stand HC-279. Single bassinet stand only. Equipped with shelf 
below basket. Shown with basket H-79, 


Bassinet Stand HC-280-1. One Basket size. Shown with basket H-79. 


NOVEMBER 1943 


Little babies mean 


big hospital problems 


The great increase in the birth rate during wartime has 
resulted in an over-crowding of existing hospital facil- 
ities. This, plus staff shortages, means that labor and 
time-saving hospital equipment now is proving its worth 


more than ever. 
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portant sections are devoted to a 
roundtable on infantile paralysis 
and war injuries. Other sections are 
on applied anatomy, schools for 
crippled children and physical ther- 
apy schools. 

Included is the report of the Al- 
lied Council representing other or- 
ganizations concerned with services 
for the handicapped. 


* * * 


Training the Reserves 
“Community Health Service.—A 
syllabus for a course given in this 
subject in the high schools in 
Michigan, published by the Michi- 
gan Board of Education in coop- 
eration with the Department of 
Public Instruction and the Depart- 
ment of Health. Available for loan 
from the Bacon Library. _ 

This syllabus is a valuable ad- 
junct to the recently published bul- 
letin of the American Hospital As- 
sociation “High School Girls as 
Hospital Volunteers.” The bulletin 


is based on the Michigan project, 
which was inaugurated by the 
W. K. Kellogg Foundation. The 
course will be given in over 200 
Michigan high schools this year 
with this purpose: To improve 
health practices of the individual, 
family and community by teaching 
senior high school students to as- 
sume responsibilities related to pro- 
tective health measures. 

Due primarily to war conditions, 
these girls are being trained to assist 
in the actual maintaining of the 
health of the home and commun- 
ity. In many instances where the 
senior girls are used as volunteers 
in hospitals, orientation courses or 
at least lectures are given to them. 
This syllabus will be of help to 
administrators or others giving 
these talks. For example two of the 
units are entitled: “Analysis of local 
health agencies; how a survey is 
made” and “Nursing skills.” 





Manpower—a Possible Solution 


Hospitals have worked gallantly 
to meet the dilemma of increased 
demand and decreased supply. Re- 
maining employees have worked 
harder and longer. Luxuries and 
frills have been eliminated. The 
hospital’s friends in the community 
have responded valiantly as volun- 
teers. Without their devoted and 
amazing service, many hospitals 
would long since have had to re- 
fuse admission to a considerable 
number of patients. 


Now some of our old retainers 
are leaving, due to fatigue and the 
attraction of much higher wages. 
There are practically no more lux- 
uries and frills to eliminate. The 
supply of volunteers is growing 
smaller, with many taking regular 
jobs and the 48-hour week eliminat- 
ing many others. 


So this is the manpower problem 
in hospitals—fewer people to do a 
greater job—and no apparent ade- 
quate way to make up this deficit. 
With these few remarks as a back- 
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ground and after a great deal of 
thought, I offer the following for 
the consideration of our speakers 
and our discussants: 

1. The “high command” of the 
armed forces, the public health 
service, the medical and nursing 
professions should carefully recon- 
sider the relative needs for doctors 
and nurses for the armed forces and 
for the civilian population. They 
should give due consideration to 
the increased disability and casualty 
among older groups remaining at 
home because of the markedly in- 
creased strain under which they are 
working. And I think they should 
report clearly and factually to the 
public the results of this reconsid- 
eration. 

2. The deficiency in hospital per- 
sonnel cannot be met in the ordi- 
nary market with wage differentials 
as great as they are. Patients can- 
not absorb sufficient increased 
charges to meet this discrepancy. 
Somehow this wage differential 
must be substantially lessened. 


3. The problem cannot be solve | 
by shifting workers around—the: = 
are too many essentials—and the 
is no progress in robbing Peter 
pay Paul. 

4. New workers must be four: 
if hospitals are not to curtail the: 
essential and streamlined service. 

There seem to be the following 
possibilities: 

A. A universal selective service 
act. The fact that this has not al. 
ready been enacted shows that there 
must be serious difficulties and dis- 
advantages in such a procedure. 

B. Some method of getting addi- 
tional service from those who are 
not now working to capacity for 
the benefit of the country. The 
great majority are, I believe, con- 
tributing fully, but I am equally 
certain that there remain millions 
of man-hours that our unproduc- 
tive, either because of lack of or- 
ganization or lack of desire. 


The rearrangement of high school 
schedules so that students between 
15 and 18 years of age might work 
half time. Those students capable 
of, and headed toward, additional 
education of value to the country 
under war conditions, such as those 
contemplating medicine, nursing, 
engineering, agriculture and many 
others, should be exempt, so that 
their skilled services might become 
available at the earliest possible mo- 
ment. 


I am told by educators that this 
differentiation, in general, would 
not be difficult. Even though this 
meant some prolongation of their 


-schooling period eventually, I am 


sure they would not mind contrib- 
uting six months or one year of 
their lives to the war effort, when 
they realize what millions of others 
are giving. This service on their 
part might well contribute to an 
attitude of mind which would 
strengthen world cooperation and 
world peace when our youth have 
become the guiding force of our 
country. 

-From “Manpower in Hospitals, the 
Present Situation,’ by Dr. Wilmar M. 
Allen, director of Hartford Hospital, be- 


fore the American Hospital Association's 
second war conference, Buffalo, 1943. 
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PROCUREMENT AND ASSIGNMENT SENDS OUT 
FIRST QUOTAS OF INTERNS AND RESIDENTS 


Bulletins No. 13 and 15 of the 
Wartime Service Bureau of the 
American Hospital Association out- 
lined plans for the year 1944 for 
the deferment of interns and resi- 
dents for hospital service. 


These plans provide for the es- 
tablishment of quotas of interns 
and residents for hospitals, reduce 
the internship from twelve months 
to nine months, and provide that 
one-third of the interns serving nine 
months may, with the permission 
of the Army and Navy, be deferred 
for an additional nine months as 
assistant resident, and one-half of 
that group of assistant residents 
may be deferred for an additional 
nine months’ period as residents. 

Twenty-two states which now re- 
quire a twelve months’ internship 
for licensure have been requested 
to accept nine months service in a 
civilian hospital, and military med- 
ical service as equivalent to the re- 
quired twelve months. As of the 
date of going to press only two 
states, Michigan and Illinois, have 
failed to agree to the change as a, 
necessary war measure. “Shes 


signment Service established a 
quota on the basis of the best fig- 
ures available. 

Quotas assigned to each hospital 
include physicians with commis- 
sions, women physicians, and phy- 
sicians ineligible for military serv- 
ice. 

The letter to individual hospitals 
outlines the method by which com- 
missioned interns may be deferred 
for the two additional nine months’ 
periods of service. Deferment must 
be requested for each such individ- 
ual for each nine months’ period, 
through the state chairman of pro- 
curement and assignment, this in- 
formation to be submitted on Form 
218. 

These forms, in order to be acted 
on in time to defer the physician 
before he is called for military serv- 
ice, must be in the office of the state 
chairman by November 10, 1943. 
No deferments will be granted un- 
less the hospital stays within the 
quota assigned and submits Form 
218 for each commissioned interim 
it. wishes deferred. 

- It-is- important that each hospital 


A letter has now been sent to théa:subiwit. the proper information to 


superintendents of all hospitals ap- 
proved for internship and residency 
by the Procurement and Assign- 
ment Service, assigning a definite 
quota of interns and residents to 
each hospital for the period from 
January 1 to September 30, 1944. 

Individual hospital quotas have 
been assigned on the basis of ques- 
tionnaires returned by the hospital 
to the office of Procurement and 
Assignment. Hospitals have been 
urged to submit these question- 
naires. Some have failed to do 


so. Where no questionnaire was sub- 
mitted, the Procurement and As- 
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local and state chairmen. State 
chairmen have also received a letter 
from the National Office advising 
them of their function in the pro- 
gram. 

Each state, through the state 
chairman, has been assigned a total 
quota of interns and residents. Since 
the resident quota of each state in- 
cludes those not eligible for mili- 
tary service, state chairmen are also 
told how many of the total quota 
of residents may be physicians with 
commissions. 

State chairmen are urged to 

(Continued on page 112) 
























URGES NO LETDOWN 
IN CIVILIAN DEFENSE 
TILL ARMY SIGNALS 


Colonel George Baehr, chief med- 
ical officer of the Office of Civilian 
Defense, has warned against a :¢s- 
sation of measures safeguarding our 
internal security because of rumors 
that civilian defense is no longer 
necessary in view of the successes 
of our armed forces. 

He pointed out in an October 1 
release that in the opinion of our 
best military authorities danger 
from aerial attack or sabotage will 
be present until the last day of 
the war. 

“In fact,” Colonel Baehr con- 
cluded, “if we had not created a 
civilian defense organization in- 
cluding emergency medical service 
two years ago, we would be obliged 
to organize one today. Disasters of 
all kinds have increased because of 
the tremendous speeding up of our 
great industries, the overburdening 
of our railroads, and the inexperi- 
ence of hundreds of thousands of 
new war workers. 

“Our police and fire departments, 
our utility services, and our hospi- 
tals, upon which we depend for pro- 
tection, are being increasingly de- 
pleted of trained personnel. 

“We must, therefore, strengthen 
our voluntary protective services 
throughout the land. Along the Pa- 
cific and the Atlantic coasts these 
services must be especially strong 
in volunteer personnel and equip- 
ment to guard us against the haz- 
ards of enemy attack and sabotage 
until that day when the Army itself 
advises us that the danger is ended. 





++ 


On Motor Care 


The Office of Defense Transpor- 
tation has now available for distri- 
bution another pamphlet in its 
series on motor care. This is “Cool- 
ing Systems: Cleaning, Flushing, 
Rust Prevention Antifreeze.” 

Prepared by the American Soci- 
ety of Automotive Engineers, these 
booklets may be obtained from the 
Office of Defense Transportation, 
1147. New Post Office Building, 
Washington, D. C., or from any of 
their regional or district offices. 
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ACCOUNTING 
FORMS 
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A few of the new forms added to our pop- 

ular Penn-Ward System of Hospital Ac- 

counting are: 

e Combination Payroll Check and Earnings 
Record made with one writing 

@ Payroll forms with 5 Deductions columns 

e Financial Statistics forms 

e Voucher Register and other forms in new 
11 x 14 size 


Ask about them and look for the new com- 
plete price list off the press soon. 





WE HAVE A 
STANDARDIZED 
FORM 


FOR EVERY HOSPITAL 
PURPOSE 


PHYSICIANS’ RECORD CO. 


{ he Largest Publishers of 
Hospital and Medical Records 


161 W. HARRISON ST. CHICAGO 5, ILLINOIS 











So Far as Known 


when steam at any pressure contacts a 
cooler surface it condenses and forms 
moisture and as no one has ever been 
able to change this elemental property 
of steam it follows that such a condi- 
tion will exist in a sterilizer and that it 
always exists. Therefore when a match 
or other means is used to show that a 
Diack will melt by dry heat you nat- 
urally want to know what in the name 
of a pickled prune such a demonstra- 
tion has to do with sterilization. If a 
Diack will not fulfill it’s mission isn’t it 
possible to prove it’s lack by a reason 
that will stand up? 


THE STANDARD 


Diack Contos 


5719 Woodward 


DETROIT MICHIGAN 
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As Many As ie 


HERB-MUELLER ETHER & VACUUM UNITS 
» * In Use n* A Single Hospital 


PREFERRED the world over for simplicity of operation and 

maintenance, the improved Herb-Mueller Ether-Vapor and 
Vacuum Unit is considered the finest unit of its kind for com- 
bined anesthesia and suction—particularly in instances where a 
mask cannot be used. 


9 SAFE because of its Vapor-Proof Motor, the unit is further 
protected by Mercury Non-Arcing Switches. 


3 POWERFUL, the fully enclosed motor is noiseless and vibra- 
tion-free. Two separate pumps create greater vacuum and 
spray pressure than any other equipment. 


ECONOMICAL, too! A minimum of moving parts eliminates 

costly repairs and replacements. Only ordinary care and occa- 
sional oiling are required. Too, Herb-Mueller Units are regular 
Ether-Misers! 


5 FEATURES: A new Automatic Safety Trap prevents fouling of 
pump by overfilled vacuum bottles. Two suction bottles— 
quart and gallon—tboth with instant fastening covers for quick 
change. Pyrex Ether Warmer speeds vaporization, saves ether, 
allows a constant check of ether level. 


EARLY DELIVERY—NO PRIORITY— WRITE FOR PRICES 


ering 
EDICA! 
PROF 


V- MUELLER& CO. 


SURGEONS’ INSTRUMENTS \Oimcc) HOSPITAL SUPPLIES & EQUIPMENT 


OGDEN AVE VAN BUREN and HONORE STREETS 
CHICAGO 12 ILLINOIS 














ASSIGNMENT OF INTERNS AND RESIDENTS 





(Continued from page 110) 


watch deferment requests through 
Form 218 to see that for the present 
hospitals do not request more than 
50 per cent of their allotment of 
residents as physicians with com- 
missions. 

State chairmen can recommend 
to the national office a revision of 
the quota of an individual hospital. 
Provision is made that where the 
volume of hospital care has marked- 
ly increased or where some other 
unusual local circumstance makes 
revision necessary, the national 
office may change the quota as- 
signed to an individual hospital. 

State chairmen are advised that 
hospitals may be permitted to be 
over quota during January and 
February where such an excess is 
necessary in order to adjust to the 
new program. 

The quota assignment to hospi- 
tals does NOT insure that any hos- 
pital will have the number of 
physicians permitted by the quota. 
Each hospital must still secure ap- 
plications from interns and _ resi- 
dents who wish to serve in that 
hospital. However, the quotas will 
reduce the interns serving in many 
hospitals, releasing physicians who 
wish internships. These physicians 
will be interested in appointment 
in hospitals which are below quota 
and for this reason can offer them 
appointment. 

The Journal of the American 
Medical Association will cooperate 
with the Procurement and Assign- 
ment Service by devoting space to 
a record of the needs of hospitals 
for interns and residents and of the 
need of interns and residents for 
appointments. Wide dissemination 
of that information through that 
journal should permit rapid action 
in filling vacancies. The initiative 
still remains with the individual 
physician and hospital. 

The following letters have been 
sent by Procurement and Assign- 
ment: 


“To Deans of Medical Schools: 


“When the new intern-resident program 
begins January 1, 1944, some senior stu- 
dents will be unable to take internships 


112 


in hospitals where they already have been ° 


accepted, since the quota of interns for 
some hospitals will be lowered. 

“This means that they will have to seek 
internships elsewhere. There will appear 
in The Journal of the American Medical 
Association weekly lists of hospitals with 
internship vacancies. 

“Will you call this to the attention of 
those seniors whose internships have been 
revoked so that they may make immedi- 
ately application to hospitals with vacan- 
cies? 

“It would be helpful also if you and 
your intern committee would assist these 
men in selecting and finding new intern- 
ships. It is unfortunate that this situa- 
tion exists, but the transition to the nine 
months’ internship program necessitates 
carrying out this procedure.” 


* * * 


“To Hospital Superintendents Accredited 
for Internships and Residencies: 

“When the new intern-resident program 
goes into effect on January 1, 1944, the 
quotas which have been established by 
the Procurement and Assignment Service 
will result in changes in the numbers of 
interns and residents which each hospital 
may retain. 

“Certain hospitals will be authorized 
more interns and residents than have been 
appointed. Others will have to release in- 
terns who have already signed contracts. 

“It is suggested that hospitals needing 
interns and residents to fill quotas assigned 
to them should submit their needs to The 
Journal of the American Medical Associa- 
tion for publication in the next issue. 
Interns and residents not now assigned 
to duty or relieved of assignments will 
then be able to communicate with the 
hospitals listed in The Journal who need 
their services. 

“This procedure will expedite the em- 
ployment of interns and residents up to 
the limit of quotas assigned.” 


The Procurement and Assign- 
ment Service is making a sincere 
effort to distribute the reduced 
manpower available for internships 
and residencies so that all hospitals 
will have an opportunity to have 
a reasonable proportion of the in- 
terns and residents which they had 
on duty in 1940. 

This is a tremendous program 
and necessarily will not work auto- 
matically. Hospital superintendents 
will find it advantageous to read 
all information about this program 
and will wish to keep in close touch 
with their state and local chairmen 
of Procurement and Assignment. It 
will be to the advantage of hospi- 
tals to prepare deferment requests 
immediately. 





Against Such 
“Ersatz” 
In expressing its opposition ‘o 

the Wagner-Murray-Dingell Bi! 

the Journal of the American Me«i- 
cal Association on October 16 cca- 
cluded with these words: 

“The ... bill would abolish tie 
volunteer control and inspiratic 
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that have brought medical educa. ° 


tion, hospital management, drig 
purity, research and medical service 
to their present eminence. As a 
substitute, the people are offered a 
system controlled by salaried poiit- 
ical bureaucrats. Scientists have too 
many aphorisms warning against 
such ‘ersatz’ to participate in de- 
stroying what they have found 
good.” 





Hospitalization Extended 


To an Additional 200,000 
Service Men’s Dependents 


Maternity and infant care for 
200,000 additional wives and babies 
of service men are made available 
by the passage of a deficiency bill by 
Congress September 28, which in- 
cluded $18,600,000 for this purpose. 

More than 50,000 cases under the 
program have been authorized since 
its inception last March by the Chil- 
dren’s Bureau of the Department of 
Labor. At present, care is being re- 
quested at the rate of more than 
20,000 cases monthly. 

Currently, 44 states, the District 
of Columbia, Alaska and Hawaii 
have submitted plans for coopera- 
tion in the program and have been 
approved by the Children’s Bureau. 
Of the remaining four states, Colo- 
rado and Texas are working out 
plans; Louisiana and North Dakota 
have as yet failed to submit plans. 
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University Hospital Group 
Will Meet Next in Chicago 


Members of the University Hos- 
pital Executives Council met for a 
dinner and conference in Buffalo 
on September 15, preceding their 
regular meeting September 18 and 
19 at the University of Rochester. 

At the earlier meeting, which was 
held in connection with the Amerti- 
can Hospital Association conven- 
tion, it was agreed that similar ses- 
sions would be held annually at 
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the time and place of Association 
conventions. 

Dr. Harley A. Haynes, director of 
University Hospital at Ann Arbor, 
Mich., president of the council, was 
reelected, as were other officers. 
These are: Robert E. Neff, adminis- 
trator of University of Iowa Hos- 
pitals, Iowa City, vice-president; 
L. G. Schmelzer, administrative as- 
sistant of Wisconsin General Hos- 
pital, Madison, secretary-treasurer. 

The council’s next meeting will 
be held at the University of Chi- 
cago Clinics in the spring of 1944. 
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Emergency and Admission 
Department Completed by 
St. Luke’s of New York 


A new emergency and ward ad- 
missions department was opened 
for inspection on October 18 by St. 
Luke’s Hospital of New York city. 
In an announcement of this event, 
the following features of interest 
were listed: 

1. Easy entrance for pedestrians. Outer 
and inner doors to control drafts. Revolv- 
ing door. 

2. Visibility of arrivals to supervisor and 
clerks. 

3. Partitions at reception counter to 
provide a measure of privacy. 

4. Small private office for holding con- 
fidential interviews. 

5. Two rooms for admission examina- 
tions of patients not requiring emergent 
surgical care. 

6. Two “emergency” rooms for opera- 
tive procedures, dressings, and the like. 

7. Two “overnight” rooms—may also be 
used for examinations. 

8. A bathroom for each sex, making it 
possible to bathe patients before sending 
them to the wards. 

g. Repository for valuables. 

10. Supervisor’s office, convertible to use 
as an additional examining room, if 
needed. 

11. Temporary storage of patients’ cloth- 
ing awaiting transport to ward clothes’ 
rooms. (A future development after the 
war will be a large central clothing stor- 
age near this suite). 

12, Complete utility room with station 
for routine laboratory examinations. 

13. Linen room; storage closets for small 
equipment. 

14. Locker, toilet and rest rooms for 
employees of department. 

15. Ample alcove in rear corridor for 
wheel chairs and wheel stretchers. 

‘6. Storage room for ambulance sup- 


" plics and OCD emergency unit equip- 


ment. 

‘7. Floors—terrazzo in corridors, gridded 
terrazzo in operating rooms, asphalt tile 
in other areas. 

18. Miscellaneous: Nurses’ and doctors’ 


NOVEMBER 1943 


Malist in a Proud Profession! 


JOIN THE 


US. CADET NURSE CORPS 


SOTO YOUR LOCAL 
OR WRITE U.S. CADET NURSE CORPS, BOX Sa NEW YORK RLY. 
This poster showing the U. S. Cadet Nurse 
Corps winter uniform was distributed nation- 


ally last month by the U. S. Public Health 


Service. 





call systems; vapor-proof electric connec- 
tions in operating rooms, conforming to 
city’s new code; acoustical treatment in 
public spaces; central suction unit with 
outlets in various rooms; drinking foun- 
tain with electrical water cooling unit. 
The need of such facilities had 
been felt for some time, but when 
the funds became available last 
year, war restrictions made building 
impossible for a time. When finally 
started, the remodeling work re- 
quired but three and a half months. 
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Joint Committee Is Named 
to Promote Men Volunteers 


To promote the wider use of men 
volunteers in hospitals, a joint com- 
mittee representing the Office of 
Civilian Defense and the Council 
on Association Development of the 
American Hospital Association has 
been appointed. 

Oliver G. Pratt, director of Salem 
Hospital, Salem, Mass., is chairman 
of this committee. Other members 
are: 

Frederick D. Grave, director of Men’s 
Volunteer Corps, New Haven Hospital, 
New Haven, Conn. 

Ralf Couch, superintendent, University 
of Oregon Medical School Hospitals and 
Clinics, Portland, Ore. 

Jack Masur, M.D., hospital administra- 
tion specialist, Medical Division, Office of 
Civilian Defense, Washington. 

R. C. Buerki, M.D., director, Hospitals 
of the University of Pennsylvania, Phila- 
delphia. 

Miss Marian G. Randall, chief nurse, 
Medical Division, Office of Civilian De- 
fense, Washington. 








URGES LABOR BOARD 
TO RESTORE SALARY 
ADJUSTMENT ORDER 


The federal government, through 
the War Labor Board, acknowl- 
edged the particular salary prob- 
lems of hospitals in Order 26 which 
was dated January 26, 1943, and 
this was reported to members of the 
Association in Wartime Service Bu- 
reau Bulletin No. 1. 

This order in effect permitted the 
adjustment of salaries of employees 
of voluntary hospitals within rea- 
sonable limits, such adjustments to 
be made without advance permis- 
sion but later to be reported to the 
National War Labor Board’s Divi- 
sion of Review and Analysis. War- 
time Service Bureau bulletin No. 
11, issued August 23, printed in full 
the original Order 26 and this order 
as amended, (now called 26-A) as 
adopted July 21. 

Proprietary hospitals have never 
been extended the privileges per- 
mitted under Order 26 and 26-A. 
Officers of the Association have re- 
peatedly requested that such hos- 
pitals be included, but have been 
unsuccessful to date. 

Recently an order was issued in 
District No. 10, the California area, 
rescinding order No. 26-A for that 
area. 

The American Hospital Associa- 
tion immediately inquired of Cali- 
fornia Hospital Association officials 
as to the background for the change 
in the California area. This was 
not requested by the California as- 
sociation and it seems to be con- 
trary to the intent of the order 
signed by the National War Labor 
Board and to the wishes of the 
California association. 

Officers of the American Hospital 
Association, concerned lest this 
valuable aid to hospitals in meeting 
salary problems be lost in other 
parts of the country, has requested 
the War Labor Board, if this is 
possible, to extend the privileges of 
Order 26-A to all hospitals, both 
voluntary and proprietary. The As- 
sociation has further requested that 
if such an arrangement cannot be 
put into effect, Order 26-A be re- 
instated in the California area. The 
Association has expressed to the 
War Labor Board its great concern 
that the values of this order to hos- 
pitals of the country be mainained. 
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TENNESSEE ASSOCIATION APPROVES NEW 
DUES SCHEDULE AND EXPANDING PROGRAM 


The American Hospital Associa- 
tion’s proposed new activities were 
endorsed and its increased dues 
schedule adopted by the Tennessee 
Hospital Association at the annual 
meeting in Nashville October 13 
and 14. 

This action followed an explana- 
tion of the enlarging program by 
Arden E. Hardgrove, superintend- 
ent of the John N. Norton Memo- 
rial Infirmary, Louisville, Ky. The 
Tennessee association recommend- 
ed that its members participate in 
the new program and voted to con- 
tinue collecting dues through the 
state organization. 

(At a special meeting on Octo- 
ber 16, the Indiana Hospital Asso- 
ciation changed its by-laws to con- 
form in every particular with the 
American Hospital Association’s 
by-laws as amended at Buffalo, in- 
cluding the dues increase. It thus 
became the first state association to 
complete this alteration.) 

The convention’s opening session 
was devoted to a discussion of 2 
Blue Cross plan for Tennessee. 
Maurice J]. Norby, research director 
of the Hospital Service Plan Com- 
mission, presented a paper report- 
ing the growth and development 
of plans in the United States, fol- 
lowing which George W. Eutsler, 
president of the Tennessee Hospi- 
tal Association, led a discussion 
centered about specific problems re- 
lating to the organization of a 
statewide plan. 


Representatives of a special com- 
mittee of the Tennessee State Med- 
ical Association were present and 
participated in the general discus- 
sion. A resolution was passed urging 
the immediate establishment of a 
Blue Cross hospital plan and offer- 
ing to cooperate with the medical 
society in development of a pre- 
payment medical plan. 

Miss Elizabeth Sloo, superintend- 
ent of the Protestant Hospital of 
Nashville, took office as president. 
Charles Thompson, superintendent 
of the Dr. Willis C. Campbell Clinic 
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Hospital, Memphis, was elected vice- 
president. H. H. Miller, superin- 
tendent of the George W. Hubbard 
Hospital, Nashville, was reelected 
secretary-treasurer. 

Dr. Henry Hedden, superintend- 
ent of the Methodist Hospital, 
Memphis, and George W. Eutsler, 
director of the Holston Valley Com- 
munity Hospital, Kingsport, Tenn., 
were appointed trustees for three- 
year terms. T. H. Haynes, superin- 
tendent of the Knoxville General 
Hospital, was appointed delegate- 
at-large and Doctor Hedden alter- 
nate. . 

Inasmuch as the 1943 meeting 
was held so late in the year it was 
agreed that Miss Sloo should serve 
through the 1944 term and a presi- 
dent-elect named at the 1944 meet- 
ing. 

It was voted to make changes in 
the by-laws of the state association 
to incorporate numerous changes 
made during the past year in the 
by-law provisions of the American 
Hospital Association. 





++ 


United Nations Flag 


Stuart Circle Hospital of Rich- 
mond, Va.,. was first in that area to 
dedicate one of the new United Na- 
tions flags. Dedication services were 
held on September 3, after which 
the new flag—four red bars repre- 
senting the four freedoms against 
a white field—was flown from a flag- 
pole in the hospital yard beside the 
American flag. Service emblems 
were awarded to hospital employees 
at the same ceremony. 
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Effective Case Finding 


Of the tuberculosis found among 
men examined at the U. S. Induc- 
tion Center in Massachusetts, 10 
per cent were far advanced, 25 per 
cent were moderately advanced and 
65 per cent early cases. This exactly 


reverses the usual percentages 
among cases admitted to sanatoria 
of whom 65 per cent are far ad- 
vanced, 25 per cent moderately ad- 
vanced, 10 per cent early. 


For Spreading 
Information 


The National Research Counc! 
has accepted a grant for $75,00: 
from the Johnson & Johnson Re 
search Foundation to be used in 
gathering and disseminating medi 
cal information in relation to th 
war effort. 

It is planned, according to th: 
Journal of the American Medica 
Association, to establish a centra! 
office in Washington which will in 
dex, abstract and distribute in pub 
lished form material gathered b\ 
a staff of reporters in many parts 
of the world. 

The Johnson & Johnson Founda 
tion was established in 1940 and 
at present is sponsoring about a 
hundred _ projects. 
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Patient-Visitor Rules Are 
Set Forth in Advertisement 


In an effort to enlist public co- 
operation on regulations ‘adopted 
by the Hospital Council of Hono- 
lulu, a_half-page newspaper ad- 
vertisement was recently published 
there. ‘The cost was assumed by a 
local business concern. 

Covering both patients and visit- 
ors, the purpose of the regulations 
is to get the best possible care and 
service in spite of the acute shortage 
of trained workers and to enable 
the hospitals to function more ef- 
ficiently. 

According to Gustaf W. Olson, 
administrator of the Queen’s Hos- 
pital, comment on the regulations 
has been generally favorable and a 
willing acceptance of them has been 
evident. 
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Free Tuberculosis Treatment 


Since November 1, 1942, no resi- 
dent of Winnipeg, Manitoba, has 
had to pay for tuberculosis treat- 
ment, according to the Bulletin of 
the Canadian Tuberculosis Associa- 
tion. In adopting this policy the 
City Council was influenced by the 
desirability of segregating all po- 
tential sources of infection, the fact 
that the cost of treating tuberculosis 
is ruinous to the average family and 
that financial pressure frequently 
interferes with the patients’ chances 
of recovery. Another factor was the 
difficulty experienced in securing 
payment of hospital bills. 
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POSITIVE-SAFE AND SIMPLE! 


CONTINENTAL 
PARENTERAL SOLUTIONS* 


WITH THE Spee Sabres 
CONTINENTAL CLOSED TECHNIQUE of ADMINISTRATION 


Learn how Continental’s Closed 
Technique will improve your 
present Parenteral Fluid Ad- 
ministration—regardless of 
whether you make your own, or 
Simply remove safety cap, oo 4 use commercial solutions. 


insert delivery tubing needle. = Learn how the Closed Technique 
| applies to Blood and Plasma 
use—in collection, transfer and 
*A product of Con- ‘ —_, administration. 
tinental Laboratories. yp 


Flask Closure is never removed 
— flask is never opened. 


SEND FOR FULL INFORMATION 


CONTINENTAL HOSPITAL SERVICE, Inc. 


18636-50 DETROIT AVENUE CLEVELAND, OHIO, U. S. A. 
Manufacturers and Distributors HOSPITAL SUPPLIES AND EQUIPMENT 











ARE THE SERVICES 


OF A $100,000 ORGANIZATION 
WORTH 55c A DAY TO YOU? 


Membership in Hospital Bureau of Standards Research reports of special value in providing 
and Supplies, Inc., with its staff of 33 people, of- economy in hospital buying; 
fers just such opportunity. Monthly service bulletin “Bureau News.” 
It includes expert advice and assistance on all These facilities will materially increase the effec- 
hospital purchasing matters; tiveness of your Purchasing Department. They do 
Current information on Government actions af- not supersede it. 
fecting hospital commodities; 


Acquaint yourself now with: 


HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue - -: <: #£New York City 17 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. | 
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OCD PUBLICATION SUPPLEMENTS RECENT 
ASSOCIATION MANUAL ON STUDENT HELP 


Early in September a manual, 
“High School Girls as Hospital Vol- 
unteers,” was distributed to mem- 
bers of the American Hospital 
Association. It described a program 
developed in Michigan with the co- 
operation of the Kellogg Founda- 
tion in a community health idea 
for high school girls. 

The manual was distributed be- 


cause it was felt such a program in 
the high schools would be of value 
to both the students and hospitals. 

J. W. Studebaker, U. S. Commis- 
sioner of Education has recently 
sent a letter to state school officers, 
state directors of the High School 
Victory Corps, city and county su- 
perintendents of schools and high 
school principals urging that the 








Hollister 


Birth Certificate Service 





“HOLLISTER QUALITY” BIRTH CERTIFICATES 
DUPLEX BIRTH CERTIFICATE FRAMES 
PERFECTED FOOTPRINT OUTFITS 
LONG-REACH SEAL PRESSES 

DISTINCTIVE HOSPITAL STATIONERY 








Send for free booklet 





| 2 0 0 HOSPITALS have adopted 


our service in whole or in part. Maximum benefits 
have resulted where the complete service is in 
operation. Babies’ footprints and mothers’ 
thumbprints, taken on the certificate, establish 
identity. The official seal of the hospital 

guarantees authenticity as a certificate of birth. 

The duplex frame protects the certificate and assures 
permanent display in the home. 


The story of the Hollister Birth Certificate 


FRANKLIN C. HOLLISTER Company 
538 West Roscoe Street - CHICAGO 











schools establish a Junior Citizen: 
Service Corps for boys and girls. 

Accompanying the letter wa; 
OCD Publication 3623 which cai 
be bought from the superintenden: 
of documents, U. S. Governmen: 
Printing Office, Washington, fcr 
five cents. This bulletin outlines 
service opportunites for high schoo! 
students. 


Among other activities suggested 
is hospital work. The bulletin out- 
lines that problem as follows: 


“There are many ways in which hos- 
pitals can use the services of responsible 
boys and girls—as receptionists, as mes- 
sengers, in sweeping, making unoccupied 
beds, folding bandages, arranging flowers, 
feeding those unable to feed themselves, 
in reading aloud to patients. 

“Not every service need be done inside 
the hospital itself. Boys and girls have 
done much with their hands to ease the 
strain on our medical services and to 
make the sick more comfortable. They 
have made stretchers, first aid cabinets, 
folding cots, knitted goods, games, layettes, 
ash trays, plastic bandages, emergency 
dressings, slings from old sheets, refuse bags 
and bedroom slippers from newspapers, 
scrapbooks and uncounted other articles. 

“In wartime this type of assistance is 
highly important; it attracts the services 
of young and old, bringing together the 
skill of the old and the eager hands of 
the young. Young people gain from the 
increase in knowledge and from the quick- 
ened feelings of service to the ill and 
wounded. 

“Youth leaders can emphasize the close 
relationship between hospitals and health; 
they can show how each citizen helps to 
win the war by taking care of his own 
health, thus collectively relieving the strain 
on overburdened hospitals. 

“Only boys and girls, at least 14 years 
of age and sufficiently mature, should be 
assigned to service in hospitals themselves, 
and assignments should cover only a few 
hours at a time. Leaders should also see 
that material be used carefully and wisely.” 
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Thirty-Eight Enrolled in 
Hospital Administration 
Courses at Northwestern 


Thirty-eight students were en- 
rolled when Northwestern Univer- 
sity’s program in hospital adminis- 
tration was opened on September 
28, it is announced by Dr. Malcolm 
T. MacEachern, program director. 

Two courses are being offered in 
the first semester: “History and De- 
velopment of Hospitals” and ‘‘Or- 
ganization and Management of 
Hospitals.” Courses to be given next 
semester are ‘Personnel Manage- 
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Cvs Advance in Insulin Therapy 


* ‘Wellcome’ Globin Insulin with Zinc is a new type 
of insulin, a clear solution with both prompt and 
prolonged action, developed in the Wellcome Re- 
search Laboratories, Tuckahoe, New York. 


* One subcutaneous injection daily has been found to 
control satisfactorily most moderately severe and 
many severe cases of diabetes. The action of 
‘Wellcome’ Globin Insulin with Zinc conforms to 
physiologic needs. Its onset of action usually occurs 
within two hours after injection. When injected in 
the morning, its strongest action occurs during the 
day when insulin is most needed; during the night 
(16 to 24 hours after injection) the action wanes and 
hence nocturnal insulin reactions are rarely en- 


countered. 
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To Help Assure 
EFFECTIVE OXYGEN THERAPY— 


Hospital personnel should observe these suggestions, which will help 
make oxygen therapy more effective and will, at the same time, 
minimize oxygen waste: 


More detailed information on the 
points outlined can be found in the new, 
revised Linde “Oxygen Therapy Hand- 
book,” which you can obtain without 
charge, by writing to Linde. 
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|], Check oxygen regulators for 

accuracy of flow and inspect all 
connections and hose between regu- 
lators and administering equipment. 


9,, Don’t guess! Analyze tent atmos- 

pheres and check for frequent 
sources of leakage, such as gaskets 
and loose or torn canopies. 


3, Make certain that catheters are 
properly positioned and that hu- 
midifier gaskets are tight. 


4, Adjust oxygen face masks snugly 

to avoid outward leakage and be 
sure that valves and plugs in masks 
and breathing bags do not leak. 


5, Adjust oxygen flow so that the 

desired patient reaction is 
obtained and check from time to time 
to make certain that the flow is ade- 
quate but not excessive. 


& & ®& 


LINDE OXYGEN, U. S. P.{ 


BUY UNITED STATES WAR BONDS AND STAMPS 


The trade-mark “Linde” distinguishes products of The Linde Air Products Company. 


THE LINDE AIR PRODUCTS COMPANY 


Unit of Union Carbide and Carbon Corporation 
30 E. 42nd St., New York 17, N. Y. [mfg Offices in Principal Cities 
In Canada: Dominion Oxygen Company, Limited, Toronto i 





ment in Hospitals and Allied Insti- 
tutions” and “Business Manage- 
ment of Hospitals and Allied In- 
stitutions.” The courses now in 
progress will be repeated next se- 
mester if there is a demand for 
them, it is announced. 

Inquiries from many sections of 
the country have prompted Doctor 
MacEachern to issue the following 
statement: 

“Except in those cases in which the su- 
perintendent of a hospital, believing that 
the best interests of the individual and the 
hospital field in general will be served 
thereby, agrees willingly to the transfer to 


Chicago of a prospective student, we are 
discouraging during the emergency the 
dislocation of hospital workers. 

“However, I find a gratifying tendency 
among many administrators to be unselfish 
in this respect and to encourage their am- 
bitious and promising assistants to take 
advantage of educational opportunities, 
knowing as they do how great is the need 
for well trained personnel to administer 
hospitals. Certainly it would be unfair to 
limit the new program to students now 
working in Chicago and vicinity. 

“The central location of Northwestern 
University places it in a position to serve 
a wide area, and those trained in the 
school will be available for positions in 
hospitals anywhere.” 


Our consultation service on fracture 
appliances is as close as your desk 
write, wire or ‘phone us. 


SUBMIT REPORT ON 
RATIONING OF FOOD 
FOR SPECIAL DIE'S 


Of special interest to hospital j1- 
ministrators is the report of a sub- 
committee of the National Resear: h 
Council to the War Food Admin's- 
tration on the problem of adjust- 
ing ration points for invalids aiid 
persons on special diets. 

In addition to a general guide 
on nutritional requirements, this 
subcommittee on Medical Food Re- 
quirements recommends that medi- 
cal appeal committees be estab- 
lished to deal with specific cases, 
and that the American Dietetic 
Association be invited to provide 
counsel for local ration boards. The 
diet therapy section of this associa- 
tion has agreed to do so. 

Included in the report is this 
definition of a hospital: 

“A hospital, for purposes of rationin:, 
may be defined as an institution which 
maintains and operates, in conformity with 
local and state laws, organized facilities 
for the diagnosis or care or treatment of 
human _ illness; including convalescence, 
and care during and after pregnancy, 
where persons may be admitted, under 
the care of a person licensed to practice 
medicine and surgery in the state in which 
the institution is located, excepting such 
institutions as provide exclusively for 
medical care over periods of less than 
forty-eight hours.” 


The subcommittee’s full report is 
published in the October 16 issue 
of the Journal of the American 
Medical Association. 





Hospital Pharmacist Group 
Seeks Qualifications Code 


At its recent meeting in Colum- 
bus, O., the American Pharmaceu- 
tical Association received from the 
executive committee of the Ameri- 
can Society of Hospital Pharmacists 
a resolution concerning the profes- 
sional qualifications of hospital 
pharmacists. The resolution in full 
was as follows: 


Resolved: That the Committee on Long 
Range Program recommend: 

The institution of a period of not less 
than one year of hospital pharmacy intern- 
ships for qualified graduates who have 
completed a hospital pharmacy course in 
an accredited school of pharmacy, 

And that such internships be spent in 
hospitals approved by the American Col- 
lege of Surgeons and approved by the 
American Medical Association as meeting 
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“VICTORY” Model 
Vanity Over Bed Table 


Single Pedestal, Adjustable— 
Made Entirely of Wood 


@ This is detail of the 
This is our war production model of the popular sturdy ratchet for 
Hill-Rom Vanity Over Bed Table. Made entirely of easy adjusting of the 
wood, with a composition top. This “Victory” model table to the conven- 
is a single pedestal table—operates from the side ience of the patient. 
of the bed. Easily adjustable to any height or angle. 
Equipped with vanity mirror, reading rack, and tray. 
Hill-Rom special hospital finish makes this table 
beautiful as well as serviceable. Literature and 
prices on request. 


HILL-ROM CO., INC., Batesville, Indiana 
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the requirements for internships for the 
medical sciences and public health services, 

And that such hospitals meet the mini- 
mum standards for a hospital pharmacy 
service as defined by the American College 
of Surgeons and, further, that the services 
of the American College of Surgeons, the 
American Hospital Association and the 
American Society of Hospital Pharmacists 
be cooperatively used to survey the hospi- 
tals making claim to such standards for the 
purpose of determining fitness, 

Also, that an outline of the principles of 
such a hospital pharmacy internship be 
prepared by a committtee appointed by 
the chairman of the American Society of 
Hospital Pharmacists and that same when 
completed be submitted to the American 

















Association of Colleges of Pharmacy for 
criticism and suggestions, 

And lastly, that such hospital pharmacy 
internships be accepted by all examining 
boards of pharmacy as a prerequisite of ex- 
perience toward the examination of the 
candidate for license. 





ow 


Methodist Meeting 


The National Association of 
Methodist Hospitals -and Homes 
will convene on February 18, 19 
and 20, 1944, at Claypool Hotel, 
Indianapolis, Indiana 














© LEADING hospitals depend on our specialized knowl- 


edge of equipment problems to help maintain their 


efficient service. This knowledge — gained through a 


quarter-of-a-century experience —is at your com- 


mand for the solution of your particular problems. 


Our selection of available Hospital Equipment and 


Supplies is most complete. Our latest catalog lists 


thousands of products including, quite possibly, that 


hard-to-get item you require. The constructive co- 


operation of our home office as well as that of our 


field representatives may be relied upon. 


Approved Equipment and Supplies for Every Department of the Hospital 


HOSPITAL EQUIPMENT CORPORATION 
91 MADISON AVENUE e NEW YORK CITY 


BRANCH: DALLAS, TEXAS 





STATE ASSOCIATION 
CONVENTION DATES 








NOVEMBER 


November 5—New Jersey Hospital Asso. 
ciation, Essex County Hospital Conia- 
gious Diseases, Belleville. 


November 9, 10—Kansas State Hospital 
Association, Topeka (Hote! Jayhawk). 
November 15—Florida Hospitai Associa- 
tion, Orlando (Winter Meeting). 
November 17, 18—Northwest Texas Hos- 
pital Association, Amarillo. 
November 19—Massachusetts 
Association, Boston. 
November 18, 19—Missouri Hospital As- 
sociation, St. Louis (Hotel Chase). 


DECEMBER 
December 2—Utah State Hospital Asso- 
ciation, Salt Lake City. 
1944 
FEBRUARY 


February 23, 24—Texas Hospital Asso- 
ciation, Dallas. 


MARCH 


March 24—Louisiana State Hospital As- 

sociation, New Orleans. 
APRIL 

April 12, 13, 14—Hbospital Association 
of Pennsylvania, Pittsburgh (Wm. 
Penn Hotel). 

April 18—Alabama Hospital Association, 
Montgomery. 

April 20, 21—Midwest Hospital Associa- 
tion, Kansas City. 

April 24, 25, 26—Iowa Hospital Asso- 
ciation, Des Moines. 

April 25, 26, 27—Ohio Hospital Asso- 
ciation, Columbus (The Neil House). 


MAY 

May 8—Mississippi State Hospital Asso- 
ciation, Jackson. 

May 10, 11, 12—Michigan Hospital As- 
sociation, Chicago. 

May 10, 11, 12—Tri-state Hospital Asso- 
ciation, Chicago. 

May 11—Illinois Hospital Association, 
Palmer House, Chicago. 

May 24, 25, 26—Hospital Association of 
New York State, Buffalo (Hotel Stat- 


ler). 
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Extensive Study of Polio 
In Chicago Area Planned 


A study of the epidemiology of 
poliomyelitis, more extensive than 
any of the same nature ever under- 
taken before, was planned in Chi- 
cago late last month. 

The plan was to investigate the 
circumstances of every case reported 
in Cook County, with special em- 
phasis on the personal contacts pre- 
ceding onset of the disease. 

This study, sponsored by the Chi- 
cago city government, was thought 
to have special possibilities because 
the affected areas were more clearly 
defined than usual. 
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Now His Chances are 400% Better 
... than ta Wold War Teo. 1 


Yes, he, and thousands of other boys, will be 
restored to normal, useful lives . . . thanks to 
the skillful research and development of 
equipment and supplies provided by the 
Membership of this Association, and the 
courageous front line administration of the 
resourceful Medical Corps. 

Mortality in World War I among battle 
wounded was approximately 7%. In World 
War II, it has dropped to 1.4%. Living testi- 
mony to miraculous advances in every phase 


This Seal is your guide to of the medical profession. 
KNOWN BRANDS—KNOWN QUALITY 


LOSPITAL INDUSTRIES ASSOGHTION 
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Scholarships Are Offered 
For Further Nurse Training 

To cope with a shortage in nurs- 
ing school instructors, all-expense 
scholarships in nurse education have 
been made available under the Bol- 
ton Act, it was recently announced 
by Lucile Petry, director of the Di- 
vision of Nurse Education, U. S. 
Public Health Service. 

Scholarships already have been 
made available to members of this 
fall’s graduating class. Graduate 
nurses now teaching but in need 
of further education are urged to 
apply. A list of colleges and univer- 
sities offering postgraduate work 
may be obtained from Miss Petry’s 
office. 


Among the 1300 to 1400 schools 
of nursing in America which prob- 
ably qualify for cadet nurse train- 
ing, 869 already have been ap- 
proved and the applications of 138 
are pending. 





"Bomb-Proof" Hospital 


Twenty feet below the surface, 
Bellevue hospital of New York City 
has equipped an emergency hospi- 
tal of seventy-four beds. The 
area was once a basement din- 
ing room. An operating room is 
fully equipped, including battery 
powered lights, in case the regular 
lighting should be destroyed by 
bombs or otherwise. 





Sixty Years of Experience 


Sherman Blend Exquisite Coffee is the result of sixty years of 
experience in blending and roasting fine coffees. Fine coffees have 
been a Sexton tradition ever since the day John Sexton opened his 
small tea and coffee store on State Street, Chicago. The ever in- 


creasing acceptance of Sexton 
Coffees is best evidence of the care 
and skill given their selection, 
blending, roasting and packing. 
You will take pride in serving Ex- 
quisite Sherman Blend—the perfect 
guest coffee. 


JOHN SEXTON & CO. 1943 


Presbyterian in Chicago 
Ends First Hundred Yeers 


On the occasion of its diamond 
anniversary, the Presbyterian H.s- 
pital of Chicago, will entertain ai in 
informal reception at the Sprague 
Home for nurses on Saturday af- 
ternoon, November 6. The d:te 
also marks the fortieth annivers:ry 
of the School of Nursing and tie 
hundredth year since the first stu- 
dents were admitted to Rush Medi- 
cal College. 


At the reception a plaque will 
be presented by his associates, hon- 
oring Dr. James B. Herrick, mem- 
ber of the staff since 1895. 

Tribute will be paid to many of 
the men and women who have ad- 
vanced the hospital’s service during 
the sixty years, in a brochure con- 
taining a story of the influence of 
Presbyterian Hospital-Rush Medical 
College doctors upon the history of 
medicine during the period from 
1883-1943, written by Dr. Ernest E. 
Irons, and a history of the hospital 
compiled with the aid of Mrs. 
David Graham, Mrs. Ernest E. 
Irons, and Mrs. Clyde E. Shorey 
of the Woman’s Board. 





U. S. Chamber of Commerce 
Promotes Health Program 


The Chamber of Commerce of 
the United States has inaugurated a 
health education program which it 
hopes to promote in every Amer- 
ican community. The announced 
purpose is “to help save 300 million 
war work days this year,” and the 
approach is through five avenues: 
A booklet being distributed by local 
chambers of commerce called “Ten 
Minutes for Health,” a series of 
posters, regular newspaper releases, 
personal and radio talks, and a 
health bulletin. 

Statistics are presented to show 
health progress made since World 
War I, and the question is raised 
whether this rate of progress can be 
maintained during the _ present 
strain of war. 

Supervising the campaign is the 
Health Advisory Council on Com- 
munity, Industrial and Individual 
Health, of which Dr. James S. Mc- 
Lester, professor of medicine at the 
University of Alabama, is chairman. 
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EMPLOYEES OF HOSPITALS 


The War Service Emblem is being worn today by over 151,000 people 
working in hospitals all over the country. It is a mark of distinction for 
those people who are devoted to one of the most important branches of 
present-day Service—the good health of Americans on the home front. 


Dr. Basil C. MacLean, Dr. Nathaniel W. Faxon, and Dr. Fraser D. Mooney, 
as a committee of the American Hospital Association, selected the design. 
Besides being a mark of distinction this emblem may serve as identifi- 
cation in cases of emergency and for volunteer hospital workers. Orders 
have been received for as few as three pins and as many as 1700 on 
one order. 





HOSPITAL WORKER 
AHA 


THE WAR SERVICE EMBLEM 


The cost of these emblems is five and one-half cents 
each in quantities of one hundred or more and six 
cents each in quantities less than one hundred. It is 
done in the colors of the American Hospital Associ- 
ation—blue, red, and gold on a plastic—and it pins 
on the lapel. Pins may be ordered from: 


AMERICAN HOSPITAL ASSOCIATION 
Headquarter’s Building 
18 East Division Street Chicago 
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Personnel Changes 


Cuartes H. Dasss, formerly su- 
perintendent of the Tuomey Hos- 
pital, Sumter, S. C., has accepted 
the directorship of the Arlington, 
Va., Hospital. 


NELLIE A. GEALT, R.N., has re- 
signed as superintendent of the 
Northern Liberties Hospital, Phila- 
delphia. 


GENEVIEVE RONALD JEFFREY has 
accepted the superintendency of the 
Lake Forest, Ill., Hospital. 


SistER M. Huserta, R.N., of the 
Sisters of St. Francis, who for the 
past six years has been superintend- 
ent and superior of Mercy Hospital, 
Auburn, N. Y., has been transferred 
to St. James Hospital, Newark, 
N. J., as superintendent and su- 
perior. 


Dr. E. Roserr Wiese, formerly 
superintendent and medical direc- 
tor of the White Haven, Pa., Sana- 
torium, is now head of the Wiscon- 
sin State Tuberculosis Sanatorium 
at Statesan. 


LAWRENCE R. PAYNE resigned as 
administrator of Hillcrest Memorial 
Hospital, Waco, Tex., to accept the 
appointment as hospital administra- 
tor of Baylor University Hospital, 
Dallas, Tex., effective October 1. 
Prior to going to Waco, Doctor 
Payne was assistant administrator 
of Baylor for six years. 


Fern L. Locke, R.N., is serving 
as acting superintendent of the 
Manchester, Conn., Memorial Hos- 
pital. 


Myrt_e Nock, R.N., resigned as 
superintendent of Peninsula Gen- 
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eral Hospital, Salisbury, Md., effec- 
tive September 1. 


EpwaArRD ROWLANDS resigned as 
superintendent of Christian Wel- 
fare Hospital, East St. Louis, IIl., 
to become superintendent of Me- 
morial Hospital, Colorado Springs, 
Colo. 


D. U. Puitures has succeeded Mr. 


_Rowlands as superintendent of the 


Christian Welfare Hospital. 


ANN Brown SmITH, R.N., super- 
intendent of the McKinney, Tex., 
City Hospital since 1922, is retiring 
from active professional life. ELsiE 
Louise Dein, R.N., formerly su- 
perintendent of Maple Knoll Hos- 
pital, Cincinnati, has been ap- 
pointed Miss Smith’s successor. 


SistER M. OswA.pINA, who has 
been on the staff of St. Francis’ Hos- 
pital, Wichita, Kans., since 1928, 
has been appointed superior of St. 
Francis’ Hospital. 

WHITELAW H. Hunt, former su- 
perintendent of the Maple Avenue 
Hospital, DuBois, Pa., has assumed 
his duties as superintendent of the 
Charleroi-Monessen Hospital, Mo- 
nessen, Pa. Mr. Hunt succeeds 
W. H. PRAGNELL who left to serve 
in the armed forces. 


Joun C. White has resigned as 
managing director of the New 
Britain, Conn., General Hospital, 
to accept a commission as lieuten- 
ant-commander in the U. S. Navy. 


Ropert B. WitHAm has been 
appointed administrator of the Lin- 
coln, Neb., General Hospital to 









succeed H. F. HAMMOND who ie- 
signed to accept the superinten:- 
ency of a new hospital which is 
being built at Corpus Christi, Tex. 


Dr. B. A. Apams, former supe¢r- 
intendent of San Diego, Cai., 
County General Hospital, has en- 
tered private practice. 


ELLEN L. STAHLNECKER has ie- 
signed as superintendent of Chil- 
dren’s Hospital, Akron, O. 


H. M. Cryer is the new super- 
intendent of Doctors’ Hospital, 
Inc., Philadelphia, Pa. Mr. Clymer 
succeeded THomMas E. CArbDEN,’ re- 
signed. 


Fay Srmon has succeeded Sheila 
Neimark, R.N., as superintendent 
of the Monticello, N. Y., Hospital. 


Dr. J. Rollin French 


Dr. J. ROLLIN FRENCH, an active 
personal member of the American 
Hospital Association, died on Sep- 
tember 28. In 1920 he and Dr. C. E. 
Early organized and built the 
Golden State Hospital, Los Angeles, 
which became a model for indus- 
trial hospitals. In 1937 Doctor 
French sold his interest to Doctor 
Early. 

Doctor French served as_presi- 
dent of the Western Hospital As- 
sociation and in 1934 he was ap- 
pointed health service consultant 
on President Roosevelt’s Commit- 
tee on Economic Security. 


PORTLAND, OREGON—The Federal 
Works Agency has approved the ap- 
plication of the Sisters of Charity 
of Providence in Oregon for a grant 
of $140,000 to be used in the com- 
pletion of a nursery building and 
in remodeling the present Provi- 
dence Hospital. Seventy-five addi- 
tional beds will be provided. 


WAYNESBORO, Pa.—The Wayues- 
boro Hospital has been bequeathed 
$20,000 by the late Mrs. Jane H. 
Yost. 
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